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FULL EXPLORATION OF THE THORAX 
IN RECENT WOUNDS OF THE LUNGS.* 
Howarp LILienTHAL, M.D., F.A.CS., 

New York City. 


The observations and suggestions to be made 
in this paper are based solely on personal experi- 
ence, and are an attempt to standardize the methods 
of approach. 

The paper does not deal with indications for 
treatment, operative or otherwise, but confines itself 
closely to the subject—methods of approach. In 
this way the discussion will be simplified and the 
issue will not be clouded by arguments on thoracic 
surgery in general. 

When the entrance wound is large and favor- 
ably situated, it may be made a part of the general 
exploratory opening. For example, in a case 
operated upon by me at Evacuation Hospital No. 
8, A. E. F., a soldier was wounded at 9 A. M., on 
October 12, 1918, and came to operation the same 
day at 8:55 P. M. A foreign body, 1 cc. in sec- 
tion by 6 cc. in length had perforated the chest wall 
in the axilla lacerating the lung and pericardium 
and emerging through the manubrium to a sub- 
cutaneous position. The missile had entered 
through the second interspace, after lacerating the 
axilla, exposing the important axillary structures 
but fortunately not injuring them. In ether an- 
esthesia, after having extracted the foreign body 
from its subcutaneous position by a small incision, 


_ the second rib was resected and wide exposure 


secured by rib spreader. The apex of the lung 
was found lacerated but was no longer bleeding. 
There was an opening in the pericardium 3 cc. 
long which was sutured with catgut. The injury 
to the lung was repaired and a complete debride- 
ment of the entire wound was performed. The 
large defect of the pleura was repaired by using 
healthy lung near the apex which was sutured 
into the opening, being blown up into position by 
intrapharyngeal pressure during this part of the 
operation. The closure was reenforced, utilizing 
part of the pectoralis major muscle, but the skin 
was not sutured. This patient made an almost un- 


*Read before the American Association for Thoracic Surgery at 
its Second Annual Meeting, Atlantic City, June 9, 1919. 


eventful recovery and was evacuated in about two 
weeks. 

Since the spicules and fragments of rib pro- 
jecting into the chest are a source of great danger 
from infection of the lung as well as from trauma 
to the lung, the exploratory opening must be made 
so that the inner aspect of the entrance wound 
can be properly examined from within the thorax 
whether the wound itself be treated as a separate 
field or not. This is especially necessary when 
the wound of entrance is small or when it is not 
near the area of election for the main operation. 

In dealing with cases in which the entrance 
wound is small and hemothorax and hemoptysis 
indicate lung injury which must be inspected: and 
treated by operation, it is desirable to have such a 
surgical wound as shall make it possible to ex- 
amine all parts of the thorax. This can be done 
through a large seventh interspace incision with 
wide rib retraction by means of a _ powerful 
spreader. Through such an approach all parts of 
the cavity can be explored and if detailed oper- 
ation on a distant part is necessary the wound may 
be further enlarged by posterior section of one or 
more ribs—the Torek incision. In the majority 
of cases the rib cutting is not needed—merely the 
wide incision and rib spreading. Through this 
opening even the wounded pericardium can be 
explored and sutured. This is hardly possible ~ 
with other incisions of election. 

The operation completed, the wound in the 
thoracic cage can be easily closed by approximat- 
ing the ribs with pericostal sutures of chromicized 
catgut or kangaroo tendon. Nor is a pleural 
suture required; provided the edges of the pleural 
wound are turned outward and held while the 
ribs are crowded together by the suture around 
them. This is rendered still easier by drawing the 
patient’s arms to his side and depressing the scapula. 
The muscles and fascia dre closed by intetrupted 
chromicized catgut sutures, but espccially in the 
wounds of war it is best not to unite the edges of 
the skin primarily but to make final cutaneous 
approximation later on by adhesive strapping. 

Post mortem examination in one case in which 
the patient died four days after operation revealed 
a smooth pleural line of union with no adhesions.- 
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This operative method gave me great satisfac- 
tion in the Evacuation Hospital work, and the 
steps became increasingly easy with greater famili- 
arity. : 

‘ A‘favorite thoracotomy of some surgeons is one 
made by resecting the axillary portion of the 
fourth rib. A good view of the adjacent parts of 
the chest can be had through this opening. and 
while in the absence of adhesions the different 


the limitations of the procedure are at once ap- 
parent when it is desired to examine or to operate 
upon the more remote portions of the lung, such 
‘as the upper lobe; and the difficulties become in- 
surmountable in the presence of old adhesions. 
,One is then too apt to become optimistic and to 
assume that there is really no great necessity for 
‘examining this difficult part and to desist rather 
than make another incision hoping that all will be 
well. But it is better to know than to guess and 
‘the old surgical principle of “Look and See” is a 
Particularly safe one in the chest as in other 
anatomical regions. 


Since my return I have had one case in which 
the wide exploration was performed. I report it 
‘here because it is so typical and so well illustrates 
the advantages of the procedure. 


Henry W , 48 years old, was shot over the 
left nipple by a 32-calibre pistol, the ball lodging 
just beneath the pleura in the ninth interspace 
‘posteriorly, having traversed the lung and frac- 
tured the fourth rib in front. There was shock 
and a full hemothorax. I first saw the patient 20 
hours after the injury. The blood pressure was 
120 and 80, pulse 120 and respiration 40. The 
hemothorax was emptied by trocar and canula and 
_ the patient then again +-rayed to make sure that 
the bullet had not moved and was not embedded 
‘in the lung. Under the intrapharyngeal gas-ether 
‘anesthesia, a seventh interspace incision was made 
and the ribs retracted. Sharp spicules of rib pro- 
jecting nearly an inch into the chest were removed 
by working from within. A hematoma of the 
lower lobe was found. The wound of exit from 
the lower lobe was pouting and oozing. It was 
disinfected with iodine. The bullet was removed 
from just beneath the parietal pleura and its bed 
iodinized. The wound was then closed with the 
lung partly collapsed. Pericostal sutures were put 
in, the pleura everted and the skin wound packed 
with gauze. (Strapped in five days.) At the 
wound of entrance the surrounding skin, pectoral 
- fascia and muscle were debrided and no suture 


pulmonary lobes can be drawn up and palpated, © 


made. The patient was relieved by operation, re- 
quiring scarcely any morphine.’ There was super- 
ficial infection but no sign of intrathoracic dis- 
turbance and no accumulation of fluid. Patient 
discharged well on the 7th of May, twenty days 
after his operation. 

The plan of operation here described is recom- 
mended as a standard procedure in cases requiring 
the maximum exploration in wounds of the lungs. 


Nothing has been mentioned in this paper re- 
garding any details of the operation except the 
incision and exposure itself. It may be well to 
state, however, that some form of differential pres- 
sure, by preference positive intrapharyngeal in- 
sufflation, is essential. 


DELAYED SUTURE OF SIMPLE FLESH 
WOUNDS. 
Epwarp Bieter, M.D., 
New York City. 


Formerly Captain, M. C., U. S. Army, Base Hospital 
No. 3, A. E. F. 


In this paper it is my purpose to deal only with 
the subject of simple flesh wounds, that is pene- 
trating wounds of the soft parts of the trunk and 
extremities, not involving any vital organs or bone- 
wounds in which the only structures injured were 
skin, fascia, muscle, and minor bloodvessels and 
nerves. These formed by far the largest percent- 
age of cases seen in the base hospitals of the A. E. 
F. in France. Although, as a rule, they were not 
dangerous or serious from the standpoint of loss 
of life or limb, yet their management at base hos- 
pitals, particularly during the early part of our 
active participation in the war, was a matter of 
great importance, which had to be worked out 
usually by younger surgeons, who had had no 
previous experience in this field, and for whom no 
standard guide for treatment had been issued. 
Some of these surgeons had received preliminary 
instruction in the application of Carrel treatment, 
but for the most part their knowledge was confined 
to the text of Carrel and Dehelly. 

While simple flesh wounds were relatively un- 
interesting, and the problems of chest and ab- 
dominal surgery much more fascinating, yet from 
a military standpoint, the simple wounds were the 
most important of all, because when properly man- 
aged, nearly all patients with such wounds could 
be returned to some form of duty, many to the 
front lines. In addition, the mobility of the hos- 
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pital service depended absolutely upon the speed 
with which such cases could be cured and evacu- 
ated. Compound fractures, chest brain 
wounds clogged our wards—and the only way to 
make room for new cases was by sending out the 
old ones. Inasmuch as speedy evacuation of pa- 
tients, even from base hospitals, was an absolute 
military necessity, it would not be a gross exag- 
geration to state that the military efficiency of a 
base hospital in the A. E. F., during the emerg- 
ency, depended in a large degree upon the speed 
with which simple flesh wounds were closed. 

It did not take us long to discover that the Carrel 
method of sterilization and delayed suture while 
ideal if properly carried out, could not be worked 


~ successfully during a “push,” with inadequate assis- 


tance. And during the active period from July to 
December, 1918, the base hospitals were filled to 
capacity and over, growing all the time, and 
manned by very insufficient medical and nursing 
staffs. 

I shall deal but briefly with the subject of pri- 
mary suture. Primary suture, after “debride- 
ment” of simple flesh wounds, is the method of 
choice, under ideal conditions at evacuation hos- 
pitals, when patients can be held for four days or 
more. This, however, was impossible during the 
emergency, when the wounded had to be sent to 
the rear almost immediately after the primary op- 
eration. After July, 1918, primary suture of flesh 
wounds was rarely performed by American 
surgeons; in fact, not more than half a dozen cases 
of primary sutures reached my wards during the 
six months’ activity. [The primary suture of battle 
wounds, except of the head, chest, abdomen and 
joints, was forbidden in the A. E. F.] Practically 
all simple flesh wounds arrived at our base hospital, 
after primary “débridement” with open operative 
wounds. It is with this type of wound that we are 
here concerned. 

In spite of the fact that these wounds consti- 
tuted such a large proportion of our cases, not a 
single bulletin about their management was ever 
issued by the medical department of the A. E. F., 
and while treatment of wounds at evacuation hos- 
pitals was more or less standardized, at the base 
hospitals it seemed as though there were no two 
surgeons who treated them exactly alike. The 
method evolved at our hospital, developed from 
our own experience, aided by suggestions from 
surgeons of other hospitals, particularly from Base 
Hospital No. 6 (Massachusetts General Hospital 
Unit) at Bordeaux. 


APPEARANCE AND CONDITION OF WoUNDS ON 
ARRIVAL AT HospPItTAL. 

Patients arrived from the evacuation hospital 
usually within 48 to 72 hours after the primary 
operation. The first dressing was usually painful, 
because the dressings had for the most part caked 
in the wound. On removal of the gauze one saw 
usually a raw, clean surface of muscle or fascia, 
often oozing as a result of this removal. There 
were practically no granulations. Occasionally 
there was a slight filmy exudate, or a slight amount 


of superficial slough or suppuration, more rarely 


large areas of superficial necrosis or suppuration. 


Frg.t 


The wounds varied considerably in size, shape 
and number. hey were usually longitudinal, that 
is to say, with their long axis parallel to the long 
axis of the limb; the advantage of such excision 
is obvious for it meant that fewer large vessels or 
nerves were apt to be severed. In addition longi- 
tudinal wounds lent themselves much more readily 


high 
to suture, for the muscles had a tendency to fall 
together. Muscles divided transversely, on the con- 
trary, made suture very difficult, for the divided 
stumps retracted. The same is true of elastic 
fibers of the skin which also run longitudinally in 
the extremities. 

The shape of wound most commonly seen was 
as indicated in Fig. 1, varying from one to fifteen 
or more inches in length, the average about four 
inches. Other common wound shapes were as 
sketched in Fig. 2. , 

In addition there were any number of irregular 
wounds, in cases where very radical excisions were 
necessary. The depth of the wound and the 
amount of fascia and muscle removed, varied with 
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the nature of the case. Most commonly super- 
ficial. fascia and a small portion of underlying 
muscle were removed. In more extreme cases, 
entire muscles or muscle groups had been resected. 

Usually the wounds were two in number for each 
foreign body removed. One at the site of entrance 
and a separate excision when the foreign body was 
extracted. Often through and through packings 
had to be removed from the tract between two 
wounds. Multiple wounds were often encoun- 
tered, occasionally as many as fifteen or twenty in 
the same patient. Many of these wounds showed. 
bacterial counts of less than one to five fields even 
after the first dressing, and a few of these cases 
were sutured immediately on arrival with excel- 
lent results. 

Unfortunately, it was not feasible at base hos- 
pitals to perform immediate sutures on a large 
scale, owing to the fact that patients came in con- 
voys of three to five hundred, and it usually re- 
quired two or three days to classify them, treat 
the emergencies and set the fractures. I feel cer- 
tain that with more adequate facilities a large num- 
ber of these cases could have been closed the day 
after the arrival at the base. That the great ma- 
jority of wounds looked clean and showed low 
bacterial counts, is an evidence of the splendid work 
done at the evacuation hospitals, of the excellent 
and thorough “débridements” that were performed 
there. On culture one found usually a mixture 
of cocci and bacilli, occasionally gas bacilli or 
streptococci. No attempt was made at our hospital 
at extensive bacteriological study. A few cases of 
true wound diphtheria were seen, as well as an in- 
teresting series of diphtheroid infections, which 
latter for a short period of time were confused 
with true diphtheria. 


TREATMENT PREPARATORY To CLOSURE. 

The preparatory treatment could be divided in 
general into two classes. First, intermittent in- 
stillation with Dakin’s solution; second, simple wet 
dressings of bichloride of mercury or Thiersch’s 
solution. Other methods, as the use of steramine 
paste or chlorazene spray were occasionally used, 
but we did not observe a sufficient number of cases 
to warrant any report on their efficacy. 

I. Sterilization of the wound according to the 
Carrel method: We followed in detail the tech- 
nique laid down by Carrel, with the exception that 
intermittent instillation was used almost exclusively 
instead of the continuous. The wound was first 
thoroughly cleansed with soap and water; then 
Carrel tubes were placed so that all nooks and 


corners could be reached by the fluid. Our solu- 
tion was made fresh every day and carefully 
titrated. Five to fifteen cubic centimeters of fluid 
were injected every two hours during the day, 
every four hours at night, the amount of fluid de- 
pending upon the size of the wound. Nurses 
dressed the wounds daily or every other day, while 
the fluid was injected by a special nurse designated 
for the purpose or by teams of convalescent pa- 
tients, who were often very reliable. The results 
were startling and corresponded in detail with the 
reports furnished by Carrel and Dehelly. The 
wounds assumed within forty-eight to seventy-two 
hours, a clear, healthy appearance, a bright red 
color with little or no secretion, and bacterial counts 
of less than one to five fields. The granulations were 
firm and flat, never puffy. However, this result 
could be obtained only if every detail of the tech- 
nic had been carefully attended to; any slip in 
the technic such as improper placing of tubes, 
failure to give the proper amount of fluid, failure 
to give fluid regularly, impaired the sterilization 
of the wound. And as the service grew in size, 
errors in technic became more and more numer- 
ous, so that after six weeks it was impossible to 
rely upon the treatment for large numbers of cases, 
not because of any defect in the principle of the 
method, but because of the futility of attempting 
to carry it out on a large scale, with an insufficient 
medical force. Such insufficiency existed at our 
hospital, for example, where one surgeon took care 
of 250 to 300 cases with the assistance of four or 
five day nurses, rarely a night nurse, and some 


Medical Corps men. A typical instance, not at all~ 


uncommon, demonstrating the result of faulty 
technic was as follows: A wound apparently 
carefully treated for several days according to the 
Carrel method, and presenting a clean, healthy sur- 
face, bacteriologically negative, would be scheduled 
for suture the next day. At the operating table, 
instead of finding the same healthy surface, one 
would see a surface covered by purulent secretion 
and puffy granulations, due to failure to give in- 
jections the night before. Such errors became in- 
creasingly more frequent as the exigencies of the 
service became greater. It became more and more 
evident that Carrel treatment to be effectual at all, 
must be conducted with extreme care and minute 
attention to detail; and this care could not be given 
with an insufficient or a constantly shifting per- 
sonnel, for in addition to the handicap of small 
numbers, doctors and nurses were frequently 
ordered from post to post or from one ward to 
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another, according to the needs of the military 
service. I had the unusual good fortune to re- 
main in charge of one surgical building for a period 
of over six months. — 

II. The other method for preparation of 
wounds for secondary closure was much simpler, 
requiring no skill or training in dressings. It con- 
sisted of simple wet packs of Thiersch’s (boro- 
salicylic) or Burow’s solution (aluminum acetate) 
changed daily. While the wounds never responded 
as they did under Carrel irrigations, they were 
sufficiently clean after a few days to warrant sec- 
ondary closure according to the method herein- 
after described for wounds whose sterility was not 
ascertained. For, in determining whether a wound 
was ready for closure, according to our later tech- 
nic, we learned to rely not so much on bacterial 
counts and cultures, as on clinical appearance. We 
often sutured wounds whose bacterial counts 
showed “infinite” numbers of bacteria per field 
with good results. In following the technic 
hereinafter described, we found that sterility of 
the wound was not an essential factor for safe 


closure. Occasionally, when in doubt as to whether 


suture was safe, cultures were taken, and if strep- 
tococcus or gas bacillus was present, we refrained 
from closing. 

METHODS OF SUTURE. 

The methods of closure were three in number: 
First, closure according to the Carrel technic, 
which should be performed only when “sterility” 
of the wound is certain; second, closure after de- 
nudation or complete re-excision of the wound; 
third, when the latter was not feasible, closure after 
curettage of all fresh granulation down to the thin 
film of scar over the bare muscle. By far the 
greater number of wounds were closed according 


to the second method. 


I. The Carrel method of suture was applied 
to those wounds that had received preliminary Car- 
rel-Dakin treatment and had been rendered 
“sterile.” The skin was carefully cleaned with 
benzine and ether. Granulations were not touched 
—no iodine was used. The newly formed skin 
edge was dissected off for about one-eighth of an 
inch. The skin flaps were lifted on either side, 
preferably by blunt dissection, and the wound 
sutured by interrupted silkworm-gut sutures, pass- 
ing only through skin. No deep sutures were in- 
serted. The main technical difficulty lay in the 
fact that as the granulations which filled up the 
wound cavity were not excised, there was often 
great tension in bringing the skin flaps together 


-across the wound. The results, even in our early 


cases, were not brilliant, first because of the diffi- 
culty in closure across the granulating s ‘rface, par- 
ticularly in the wider wounds; secondly, about 50 
per cenit. of our cases became infected for one of 
the following reasons—either the wound surface 
was not sterile, or there were small cysts of pus 
under the flat surface of the granulation. In the 
latter event the surface might have looked perfectly 
clean and given negative bacterial counts. This ob- 
servation was repeatedly corroborated in our later 
work, when secondary denudation of the wound 
became a routine, and we repeatedly found these 
small encysted areas of pus under the wound 
surfaces. 


Fig. 3 
Il.. The second method of suture was used after 
preliminary treatment with Dakin’s solution or 
ordinary wet dressings. As soon as the wound 
looked clean, it was ready for suture according to 
this method. The skin surrounding the wound, 


and the granulations were thoroughly iodinized. 
Then, beginning at one angle, the skin edges and 
the granulations were dissected off, if possible in 
one piece, performing practically a denudation or 
secondary excision of the wound. As far as pos- 


sible the granulations were not handled, and the 
knife and forceps used in- dissection were imme- 
diately discarded. (It was during this dissection 
that the small sub-surface pus accumulations above 
mentioned were discovered). There was then left 
a clean muscular or fascial surface for suture. The 
skin was then dissected up on either side, sharply, 
as far as necessary to effect coaptation across the 
wound. Asa rule the skin did not require as much 
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dissection as when the granulations were not re- 
moved. The wound was then thoroughly flooded 
with pure ether and sponged until dry. Whenever 
possible fascia was sutured separately thereby re- 
lieving tension on the skin sutures. Anatomical 
layers showed very clearly and suture could be 
performed along anatomical lines. In wounds that 
were difficult to close because of size or irregularity, 
separate fascial sutures lent considerable assistance 
to the final skin suture. According to this method 
it was only rarely that even the largest wounds 
could not be closed. Silkworm-gut sutures were 
used for the skin. 

III. In the rare cases where, owing to the depth 
of the wound, or the exposure of an important 
vessel, the granulations could not be dissected off, 
we resorted to the curette. The instrument when 
used gently was perfectly safe, and it peeled off 
deep granulations very easily. It seemed as if 
there was a distinct line of clearage between the 
thin film of scar of the deeper portion of the 
wound and the overlying granulations. 


Results were very much better than after suture 


according to the Carrel technic where granula- 


tions were not removed. Occasionally there were 
slight infections easily controlled by wet dressings, 
and even when suppuration occurred, the release 
of one suture and slight drainage sufficed to clear 
up the infection, without impairing the suture line. 
Entire breakdown of the suture line was excep- 
tional. Primary union was the rule. 

The advantages of this method are obvious. It 
is not necessary to wait for sterile surfaces, the 
preparatory treatment can be carried out by un- 
trained assistants, better anatomical approximation 
is secured, and infections are less common. The 
advantages of method two over the Carrel method 
of secondary closure are indicated in accompanying 
diagrams. Figure 3 represents the wound before 
closure; figure 4 closure over the granulations 
(Carrel) ; figure 5 closure after excising the gran- 
ulations—all in cross-section. 

Lastly it was possible to allow wounds to heal 
without suture. Healing progressed more favor- 
ably under Carrel dressings than under any other. 
However, this method wastes considerable time 
and the functional result is less favorable. Even 
if it was impossible to suture a large wound com- 
pletely, it was more efficient to suture it partly and 


graft the rest. 


REGIONAL DIFFERENCES, 
Wounds of the different parts of the body vary 
in the ease with which they can be sutured. Thus, 


longitudinal wounds parallel to muscle fibers and 
in the direction of the elastic fibers of the skin 
can be readily closed; while transverse wounds 
which divide muscle and elastic fibers can be 
sutured only under tension. It is more difficult 
to sew wounds in ereas where there is little or no 
areolar tissue under the skin, as in the region of 
the wrist and clavicle, and the dorsum of the foot 
or the anterior surface of the leg. Wounds of the 
thigh can be readily closed as well as those of the 
buttocks, back, arms and scalp. Wounds in which 
muscles like the gastrocnemius, rectus femoris, or 
adductors of the thigh had been divided were closed 
with difficulty. 
FUNCTIONAL RESULTS. 

The results were excellent. It was astounding 
to discover how little functional disturbance fol- 
lowed enormous débridement wounds of the legs 
and arms, as long as important muscles were not 
completely divided. There remained usually small 
areas of anesthesia, due to division of cutaneous 
nerves. I have seen patients with healed wounds 
from hip to knee walk with normal gait. 

CoNCLUSIONS. 

Our experiences tend to show that results are 
more certain and the percentage of union greater 
when secondary denudation or excision of granu- 
lation is performed. In addition, this technic 
obviates the necessity of waiting for complete 
sterilization of wounds, which is so uncertain and 
often unobtainable under war conditions. There 
is no doubt that, when possible, sterilization should 
precede suture, but even in sterile wounds we be- 


lieve that it is better to excise granulations than to” 


suture over them. 


When the exigencies of the service are such that 


haste is an essential factor, and the organization is 
too small to carry out sterilization of wounds suc- 
cessfully, then one must be content with a method 
that permits suture of a large number of cases 
with speed and safety. During the last three 
months of active work at Base Hospital No. 3, A. 
E.F., the latter method was used almost exclusively, 
with the results that the average stay of patients 
in the hospital was considerably diminished. Rapid 
evacuation of the wounded was absolutely essential 
during this period. There was a constant cry for 
beds, “make room,” “get your patients out,” and 
this could only be done by evacuating to the United 
States the cases requiring long periods of treat- 
ment and by early suturing of the simpler cases 
and their discharge to convalescent camps and to 
duty. 

500 West Enp AVENUE. 
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CYSTOCELE, WITH OR WITHOUT 
DESCENT OF THE UTERUS. 
With Especial Reference to the Technic of the 
Interposition Operation. 
RaAFE C. CHAFFIN, M.D., 
Los ANGELES, CAL. 


Cystocele with or without uterine prolapse is 
probably one of thé most troublesome acquired 
conditions with which the gynecologist or general 
surgeon has to deal. I shall here consider only 
the surgical treatment because I believe no other 
to be of practical value. The bladder is supported 
anteriorly by its attachment to the pubic arch and 
the reflection of the peritoneum from the anterior 
abdominal wall to the uterus. Below, it rests on 
the anterior wall of the vagina, and posteriorly it 
is attached to the uterus. 


The uterus is held in the pelvis as in a hammock, 
the broad ligament acting as the hammock proper, 
the utero-sacral ligament holding the cervix pos- 
terior and the round ligament keeping the fundus 
in an anterior position. This suspension permits 
the uterus to sway freely in the pelvis, the round 
ligaments permitting the fundus to be physiologic- 
ally displaced by the full bladder, pregnancy, etc., 
and its elastic posterior suspension permits of dis- 
tention of the bowels and defecation. The whole 
swinging structure is supported from below by the 
structures going to make up the pelvic floor. 

The development of cystocele takes place mainly 
in one of two ways: 

Probably the first and most constant step in the 
process is the backward displacement of the uterus. 
With the pelvic floor destroyed by laceration at 
childbirth or more often by being overstretched, the 
strain is brought to bear on the hammock structure 


‘in the pelvis. The broad ligaments being made up 


chiefly of peritoneum, a very frail tissue, and the 
round ligament being composed in large part of 
the uterine muscle, it is not to be expected that they 
will withstand, for any length of time, the stress 
of the intraabdominal pressure, the full bladder, 
weight of the intestinal contents, the fetus in early 
months and their own weight, especially after de- 
livery. With conditions as just described the 
uterus usually heads the procession in its down- 
ward course, the bladder, tubes, ovaries and rectum 
following. 

The other type of cystocele development is the 
one which is saved to a certain extent by the inter- 
vention of the gonococcus, streptococcus or other 
organisms. The patient becomes infected, metritis 


and salpingitis develop, and adhesions follow. The 
uterus is found fixed in the pelvis posteriorly to- 
gether with its adnexa. This position of the 
uterus results in an increased antero-uterine space, 
and if not closed by adhesions a great increase of 
intraabdominal pressure is brought to bear on the 
bladder and anterior wall of the vagina. In this 
type of case will be fgund a protruding bladder 
and a fixed uterus with any of the other usual path- 
ological conditions attending tubal infection. 

The diagnosis of cystocele is very simple and 
hardly worth touching upon, but as many are over- 
looked by the general practitioner I shall empha- 
size a few points in making the examination for 
such a condition. — 

The routine examination of the patient in the 
lithotomy position is sufficient in the most aggra- 
vated cases but in those less evident it is my rule 
to have the patient first go to another room with 
the nurse, which relieves her to a certain extent 
of embarrassment, where. she is instructed to 
assume the squatting position for a few seconds, 
at the same time “bearing down.” She then re- 
turns to the examining room and I examine her 
in the same squatting position. .I have thus been 
much surprised to find prolapses of both uterus and 
bladder that I was unable to demonstrate in the 
reclining position. 

The tenaculum is of value but to some patients 
it is quite painful. 

Treatment.—A diagnosis eine béen made and 
the degree of displacement determined, it remains 
for the surgeon to decide upon some plan of oper- 
ation to correct all existing deformities connected 
with the pelvic viscera. 

The anterior colporrhaphy done so much in the 
past is not conceded to be of much value by most 
surgeons. In making this statement I do not do 
so without giving full consideration to the various 
methods of excising, and narrowing the anterior 
vaginal wall, including the plicating of the deep 
vaginal fascia. 

Suspending the uterus by the round ligaments 
can hardly be expected to pull up a prolapsed 
bladder and hold it when the histology of the round 
ligament is considered. These ligaments were 
never intended by nature to resist gravity by direct 
pull but serve simply as guy ropes to hold the 
fundus uteri anterior. 

The Kelly fixation operation, as I understand it, 
was to correct a retroversion and is mechanically 
wrong for the treatment of cystocele. 

The uterus splitting operation done by the Mayos 
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and others was not altogether successful, because of 
the unsurgical aspect of the operation, the long 
convalescence, probability of infection, drainage, 
etc. I have not had sufficient personal experience 
with this operation to condemn it but it seems to 
me mechanically incorrect. The result of it, if best 
results are obtained, is that the patient has to carry 
her pelvic viscera and the weight of abdominal con- 
tents by her belly wall. 

The lack of anything approaching a uniform 
success of these various corrective measures leads 
to the development of the operation known as 


Fig. 1.  Protruding bladder, moderate uterine prolapse and 
relaxed perineum. 


vaginal suspension, interposition, or transposition 
of the uterus. | 
This operation was formally known as_ the 
Wertheim operation, but it was later modified by 
T. J. Watkins and is now usually spoken of as the 
interposition operation for cystocele. I shall en- 
deavor to describe the technic of the operation as 
I have found it easiest and quickest performed. 

A fixed uterus with other pelvic diseases requir- 
ing laparotomy is not a contra-indication and the 


interposition can be easily made even after the re- 
moval of the tubes and ovaries by the abdominal 
route. I have operated upon a number of these 
cases and their recovery has been uneventful. They 
include double pyosalpinx, salpingitis, cystic ovary, 
retroverted uterus and the massed pelvis, adhesions 
resulting from pelvic cellulitis and pelvic peritonitis. 

In selecting the cases for the interposition oper- 
ation several points should be kept in mind: 

(a) The patient cannot have children after it is 
done, therefore she must either be sterilized or 
operated upon after the menstrual function ceases. 

(b) The ideal case for the procedure and where 
I believe no other is, is the one in which the uterus 


Fig, 2. Demonstrating case in which other operative pro- 
cedures are not ¢ffective. 


has not descended, but the bladder is markedly pro- 
truding, showing that the bladder attachment to the 
uterus has become so elongated that this is no 
longer supported from above. This is demonstrated 
by figure 2. 

(c) First, second or third degree prolapse of the 
uterus cases are to be included, for most of these 
can be cured by suspending the uterus to the 
vagina and shortening the utero-sacral ligaments. 

In cystocele with pelvic disease, the operation can. 
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be combined with the laparotomy and thereby re- 


place the bladder in the abdomen. 


The accompanying drawings assist in elucidating 
the technic: 

Figure 1 shows the uncomplicated case of a bulg- 
ing bladder with first degree uterine descent, the 
cervix just appearing between the folds of the 
anterior and posterior vaginal wall. 


Fig. 3. Inverted ‘‘T” incision preparatory to exposing bladder. 
Dotted lines show outline of redundant tissue. 


Figure 2 shows the application of this operation 
to cure the cystocele. The uterus is pushed back 
in the pelvis by a tenaculum and the bladder is still 
protruding. It is readily seen that this type of case 
cannot be corrected by a suspension of the uterus. 

Technic: 1. Grasp the uterus, best with a Martin 
tenaculum, and pull centrally, shown in figure 8. 
If there is endometritis, currette; if the cervix is 
lacerated, repair but do not amputate unless there 
is some special indication. A uterus of normal 
length or a slightly elongated one, is more easily 
kept in the pelvis than a short one. 


2. I use the inverted T incision in all cases now 
because I have so often found it desirable to get 
better exposure. Dissect the vaginal wall from the 
cervix and bladder well back and up to one-half 
inch from the meatus. (Figure 3.) 


3. I apply curved forceps carefully to the free 
edges of the flaps, because that portion of the two 
flaps distal to such forceps, together correspond to 
the excessive vaginal wall previously determined 
upon to be cut away. (Figure 4.) 

This point I wish to emphasize as I think it is 
original with me, and the procedure is useful not 
only to outline the excessive tissue, but also be- 
cause it controls hemorrhage and, best of all, serves 
as a tenaculum to hold the flaps aside. 


Fig. 4. Vaginal flap held aside with curved forceps, properly 
Flaced to outline the redundant tissue. Starting the mobilization 
of bladder. 

4. Dissect the bladder from the uterus clear up 
to its peritoneal reflection, and open the peritoneum. 
The opening of the peritoneum is very much facili- 
tated by the Martin instrument. Depress the handle 
and force the fundus of the uterus forward. As 
soon as the fundus can be grasped with a tenaculum 
the intrauterine tractor should be removed and the 
cervix pushed back toward the sacrum. 

5. Deliver the uterus by successively grasping 
the fundus with two single tenacula. 

6. Inspect the tubes and ovaries, also the size of 
the uterus. The size of the uterus is most im- 
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portant. I do not hesitate to cut away one-quarter 
or one-half of the body of the uterus in these cases 
and I think it is a very important detail not to 
attempt to interpose a uterus much too large to fill 
the vagina. Interposing an abnormally large uterus 
is the cause of many failures. 

Severing the tubes should be done at this stage, 
and, of course, one must not mistake the tube for 
the round ligament. 

7. Insert two or three No. 2 or No. 3 chromicized 
catgut sutures as shown in figure 5. Do not get 
these too far back on the fundus, for if so, the 
uterus will be too low in the vagina and will not 
only not be suspended but will rest on the perineum. 


Fig, 5. Fundus of uterus is delivered, the cervix having been 
a back toward the sacrum. First “suspension” suture is in- 
serted. 


After the suspension sutures are placed in the 
uterus, I replace the latter in the abdomen, re-thread 
the needles and bring the ends of the sutures 
through the flap from within outwards. Before 
tying, insert the finger into the anterior space to 
push the bladder well up, and- thereby prevent the 
possibility of pinching it in the suture, much as we 
many times do in ligating a hernia sac. 


8. Cut away the redundant vaginal flaps and in- 
sert the remaining sutures. The flap should be cut 
proximal to the forceps, thereby leaving a fresh 
bleeding edge which has not been damaged by 
crushing. If it is necessary in any particular case 
to shorten the utero-sacral ligaments the suture 
should be placed now but not tied. (Figure 6.) 

Here I wish to explain a detail of the technic 
which I have not seen employed or described else- 
where and one I think very important in getting 
uniform results: 


Fig. 6. Two suspension sutures tied and others being placed, 
getting a “bite” in anterior uterine wall. Transverse incision 
closed by suitable sutures. 


' All the sutures used in closing the vaginal wound 
I insert deeply, getting a good “bite” in the uterus. 
These sutures lessen hemorrhage, compel union be- 
tween the vaginal wall and the entire length of the 
uterus, and obliterate a space that would other- 
wise be filled with blood clot. 

9. Reconstruct the pelvic floor. 

The levator ani muscles should be well exposed 
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and recognized as muscle, and sutured together in 
the median line to the highest possible point. 

The upper edge of the levator muscles forms a 
transverse bar to support the cervix. Figure 7 
shows the necessity for and application of the high 
approximation of the muscles. 

My conclusions in judging the results of this 


. Operation are based upon a rather carefully com- 


piled questionnaire sent to about forty of these pa- 
tients. More than one-half replied and _ their 
answers were pretty much the same, viz: that they 
were relieved of all former symptoms resulting 
from the gynecological condition. I would like 


Fig. 7. Sectional view of operation completed, demonstrating 
all the vaginal sutures including the uterus and the high approx- 
imation of levator musc!e as a shelf for cervix. 
very much to know the physical and mental con- 
dition of the remainder but am inclined to believe 
that if they were still suffering they would not 
hesitate to tell me. I have operated upon more 
than twenty patients in my private practice since 
the compilation of the data for this paper, and 
know them to be bladder symptoms. 

I had had the opportunity of cystoscoping sev- 
eral of these operated cases and found the bladder 
to be comparatively free from folds, though not 
entirely so. They seem to have no residual urine. 

The advantages of the operation are: 


1. It does not deform, distort or change the 
axis of the vagina. 

2. It places the uterus in the pelvis at right 
angles to the outlet, thereby corresponding to the 
position nature placed it in. 

3. By not shortening the vagina it does not in- 
terfere with intercourse. 

4. It permits the bladder to expand fully. 

5. It will correct a prolapse of the bladder that 
cannot be held up by suspending the uterus. 

6. It will replace and secure a uterus prolapsed 
to almost any degree if modified by utero-sacral 
ligament shortening. 


Fig. 8. Sectional view of intrauterine tractor in place prepara- 
tory to beginning the “T” incision. 


7. It can be performed for the cure of cystocele 
even in the presence of other pelvic disease. 

8. It will permit many patients to be relieved of 
the bladder and uterine symptoms, without sub- 
mitting to an “incision.” This appeals to them. 

9. Convalescence is more pleasant than after 
laparotomy. 

10. It takes no longer to perform than a Gilliam 
or other abdominal operation when repair of the 
pelvic floor is included. 

Its disadvantage is: 

The patient must be sterilized or operated upon 
after the child-bearing period. 
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AND SILKWORM-GUT. 


THE SUPREMACY OF SILK AS A LIGA- 
TURE AND SILKWORM-GUT 
AS A SUTURE. 


James W. Kennepy, M.D., F.A.C.S., 
PHILADELPHIA, Pa. 


Possibly no operator stood so firmly and so long 
against the popular discussion for the use of all 
kinds of absorbable ligatures as the late Dr. Joseph 
Price. As his pupil and disciple, I am in a position 
today to say that, in my opinion, silk as a ligature 
and silkworm-gut as a suture remain supereme. If 
there is a place in surgery where silk as a ligature 
cannot be used, I have failed to find such. . 

My experience in the Joseph Price Hospital, cov- 
ering many thousands of major abdominal opera- 
tions, permits me to take a positive stand in regard 
to ligature and suture material. There has been 
no kind of absorbable ligature used over a quar- 
ter of a century in the Joseph Price Hospital. This 
is sufficient time to put the stamp of standardization 
upon any subject. 

In the last six thousand operations done in my 
institution in which we were able to close the ab- 
domen, there has not been a single death from 
post-operative hemorrhage or operative sepsis. I 
am definite in my opinion that I could not have ob- 
tained such freedom from post-operative hemorr- 
hage or operative sepsis, had I used any but the 
most reliable ligature and suture material from the 
standpoint of sterility, freedom from predisposition 
to sepsis, durability, strength, and pliability which 
gives the supreme tying qualities. There is abso- 
lutely no use for operators to longer contend that 
silk cannot be used uniformly, and therefore to 
me it is reprehensible that operators have not chos- 
en a standard ligature which is as reliable from the 
standpoint of asepsis as the other working factors 
which may be a part of their technic. The truth 
is, the mortality in abdominal surgery of this era, 
if our surgical privileges are executed, is so low that 
the only deaths we should have come from the 
tragedies of surgery, 7. e., shock, embolus and sud- 
den heart conditions. Therefore the surgeon who 
is in the running, cannot afford to have an occas- 
ional death from the melting away of the catgut 
ligature or sepsis therefrom. Among my small cir- 
cle of surgical friends I have known of an aston- 
ishing number of deaths caused by the opening of 
the abdominal incision, permitting the viscera to 
become herniated beneath the dressings. I have 
never known a surgeon who used silk and washed 
his hands and did thorough surgery, who ever dis- 


carded this material. It is the rock of Gibraltar 
in abdominal surgery. During my early experience 
with Dr. Price I was often jaded-by operators who 
were constantly predicting future trouble for me 
in the use of silk. This trouble never came, and I 
have at this hour a guilty conscience when in re- 
flection I used to often wonder why does Dr. Price 
stand out against the entire profession. Were I 
permitted to digress from my subject, I could 
point out many other unpopular usages and pro- 
cedures which this great master stood for over a 
quarter of a century ago and stood alone, which 
today are being adopted as bulwarks of the pro- 
fession. 

At the beginning of this war it was my surgical 
prayer that those gallant men who went to the 
front would pick out an easily sterilized and sub- 
stantial ligature and suture and use them uniformly. 
Silk for all ligatures and silkworm-gut for all su- 
tures used as the through-and-through suture would 
have been ideal war material. Silkworm-gut 
suture used as a through-and-through one has 
every substantial element where speed, questionable 
sterility of field and suture drainage are indicated. 
The through-and-through suture would have saved 
many operative hours and infected incisions and 
lowered the death rate. 

It is a well-known experience to operators who 
are using absorbable ligatures that a certain per cent 
of the emergency incisions (those where ample 
preparation of the parts has not taken place), that 
such incisions break down, suppurate and gap 
open. I can say to those gentlemen that this will 
not occur if they use silkworm-gut as a suture. It 
has never occurred in my eighteen years’ experi- 
ence in the Joseph Price Hospital, where we get a 
large per cent. of emergency abdominal surgery, all 
patients going immediately to the operating room, 
such as Caesarean sections for eclampsia which 
necessitates the large incision. It has been a great 
satisfaction to me to see many of the strong men 
in the profession beginning to discard all kinds of 
absorbable suture and ligature materials. Some of 
the most recently written foreign text-books on gy- 
necology and a number of teaching institutions have 
discarded catgut. For some years it has been an 
enigma to me why some operators would use silk 
or linen in hernia operations and yet be afraid to 
use the same in abdominal surgery. If the operator 
is fearful of the use of silk on account of possible 
infection and prolonged drainage therefrom, I 
would like to say to the operator who uses silk or 
linen in his hernia work and not in abdominal, that 
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there is no surgical location so great a test as to 
asepsis of material as that of hernia. We must 
standardize, the day has come. Our surgical privi- 
leges are magnificent. The fuss and feathers of 
surgery must go. We must adopt simple and 
thorough methods where asepsis is the most easily 
attainable. This insanity of uncertainty which talks 
about seven or twelve day catgut or fifteen and 
twenty day kangaroo tendon must go; it is not the 
best we have. We have a single high standard of 
ligature in silk which covers all. The operator who 
claims that a large per cent. of silk used in abdomi- 
nal surgery is not absorbed, is either not familiar 
with the subject or else he is too hidebound to be 
fair-minded. If the surgeon chooses to use Cunard 
hawsers tn his surgery, such huge ligature 1s not 
absorbed and may remain a source of trouble. The 
largest size we ever use is a number four which 
when stretched immediately after taken from boil- 
ing water, becomes a number three in size, is more 
smooth has less capillarity and still has the strength 
of a number four and makes a tighter tie as the 
stretch has been taken out of the ligature before 
the tie. The deaths that have occurred from a faul- 
ty tie incident to the absorbable ligature, would con- 
demn it forever if recorded per se. Silk has often 
been condemned on account of the so-called dead 
ligature, when the real cause of the continued dis- 
charge from the sinus was a portion of some patho- 
logical lesion which the surgeon failed to remove. 
This is most often seen following the tie for re- 
moval of a tubal or ovarian abscess in which a 
portion of the pathological structure has been left 
proximal to the tie. It has not been my object in 
this discussion to take up the relative merits of dif- 
ferent ligatures from the standpoint of asepsis, as 
much as it is my object to say to the profession 
that they have in silk a ligature supreme which may 
be used in any and all conditions. I am quite posi- 
tive, were I the manufacturer of catgut or any kind 
of absorbable ligature, I would not feel less that all 
the hospital epidemics of “ligature infection” came 
from my lack of proper preparation of the ligature, 
than that the operating staff’s abilities must be dealt 
with. I am often astonished at the liberties some 
men take in their circle of aspesis. Men condemn 


me for operating with gloveless hands, yet I shud- | 


der at the privileges they take with the gloved 
hand. If I may look back over six thousand ab- 
dominal operations with gloveless hands without 
operative peritonitis, may I continue without gloves? 
The natural potentialties of suture and ligature ma- 
terial must be dealt with. The least subject to in- 
fection of all used suture material is silkworm-gut, 


and when used as through-and-through suture of 
course it can give no trouble in any instance. It is 
the Marion Sims silver wire of our day. 

If two operators with equally unclean surgical 
habits attempt to close the abdomen, one with either 
catgut or silkworm-gut by terraced method, the 
other by through-and-through method, it is conclu- 
sive without argument that the operator who uses 
silkworm-gut as a. through-and-through suture 
might escape infection, while the surgeon using 
either catgut or silk by terraced method would often 
be in trouble. I do not know whether or not men 
can ever be taught the use of the straight needle in 
closing the abdomen by through-and-through suture 
with silkworm-gut, but I am in a position to say 
that operators are robbing themselves of the most 
stable principle in the entire technical realm of ab- 
dominal surgery in not being able to use t': 
needle and through-and-through suture. After all, 
it depends upon the way we have been brought up. 
I have heard many times condemnation from prom- 
inent teachers of some of the most stable facts 
known to surgery. I have grown this old in ab- 
dominal surgery that I prefer to stand alone or with 
the few and accept the condemnation and abuse of 
the majority as long as I know my grounds are 
clean and cultivated to their fullest capacity. I do 
not hesitate to go on record in the prophecy of the 
abandonment of all absorbable ligatures. There will 
be but one condition to prevent it and that is the 
profession may be too much married to a trodden 
theory to try something else. 


Over eighty-five per cent. of my repairs of the 
cervix and perineum in the Joseph Price Hospital 
have been previously repaired with some kind of 
absorbable ligature and have come to me as absolute 
failures. So many of these patients have been 
previously repaired by well-known men who are 
teachers of gynecology, that it is not fair to as- 
sume so large a per cent. of failures are due to 
faulty surgery; I therefore, feel much of such rep- 
rehensible work must be due to faulty suture ma- 
terial. Absorbable sutures never had any place in 
the repair of the birth canal. The trouble with us | 
all is, that we have had the “Acre of Diamonds” 
in our back yard for years but have been tramping 
the surgical world over for something of infinitely 
less value. 

The most excellent rule I know in surgery ts to 
never use anything as ligature or suture that can- 
not be boiled. 
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NON-UNION OF FRACTURES. | 


Leo Biocu, M.D., 
LoulIsviLLE, Ky. 


After complete reduction of the bone following 
recent fracture there is first the formation of pro- 
visional callus, second the invasion of osteoblasts, 
third calcareous deposits around the osteoblasts, 
and fourth absorption of functionless osseous for- 
mations. Anything that interferes with these 
physiologic processes causes non-union. 

There may be other associated conditions which 
may act as predisposing or contributory causes of 
non-union of fractures, such as: defective reduc- 
tion of the fragments so that it is impossible for 
bone repair to bridge the defect; too much motion; 
interposition of periosteum, muscle, fascia or a 
fragment of detached bone between the fractured 
ends; interference with the blood supply due to 
vascular injury or too tight bandaging; disturbance 
of the nerve supply ; fixation of the bone by foreign 
bodies, such as metal plates, wire sutures, plugs, 
nails and screws; tuberculosis, syphilis and other 
infectious and debilitating constitutional disorders. 


Non-union is oftentimes the logical result of de- 
layed union; that is, after the proper time has 
elapsed for firm union to have occurred it is found 
that the physiologic repair functions have not been 
fulfilled. In such instances union may oftentimes 
be secured by the stimulation afforded by motion 
and exercise. 

In other instances of non-union there is found 
a fibrous band uniting the fragments. This is 
caused by the premature ending of the process of 
ossification, and is known as fibrous union. 
Pseudarthrosis is another form of non-union: the 
ends of the fragments become surrounded by a 
ligament thus forming a false joint. 


Case I. N. M., aged seventy-two years, had a 
spiral fracture of the tibia and also a transverse 
fracture of the lower end of the fibula which were 
carefully reduced. Upon removal of the plaster 
cast at the end of eight weeks I found firm union 
of the fibula but non-union of the tibia. On ac- 
count of arterio-sclerotic changes the patient was 
anh unsuitable subject for autoplastic bone graft. I 
made a cast from sole leather which laced in front 
and started him walking with the aid of a crutch. 
After four months’ treatment with reconstructive 
tonics, etc., he made a complete recovery. Non- 
union in this case was evidently due to deficient 
blood supply. 

Case Il. M.S., aged thirty-five years, sustained 
fracture of both bones of the forearm and was 
brought to the hospital with non-union of eight 


months’ duration and musculo-spiral nerve par- 
alysis. After careful examination it was decided 
that an open operation was the most appropriate 
method of procedure. The muscle, fascia and nerve 
were found interposed between the ends of the 
bones, which, of course, explained the cause of non- 
union. I proceeded to freshen the ends of the 
bones, brought the fragments together and held 
them in position by “Grant’s gimlets.” Firm union 
was thus secured with complete restoration of the 
function of the arm. 


Case III. M.S., aged fifty-two, a nephritic and 
cardiac subject, had a supracondylar fracture of 
the femur with great deformity and non-union of 
twelve weeks’ standing. I applied’ Buck’s exten- 
sion apparatus on a double inclined plane. On ac- 
count of the development of trophic sores pillows 
were kept under his knee for four weeks. The 
patient was then taken out of bed and a steel brace 
without joints fastened to the shoe and around the 
hip with a high heel on the sound foot. After a 
few days the high heel was removed and the pa- 
tient allowed to walk. Callus formation began 
promptly and after six weeks firm union had oc- 
curred. In this case non-union was caused by non- 
approximation of the fragments and constitutional 
disease. 

In fibrous union and pseudarthrosis open oper- 
ation is the best method of procedure. A live bone 
graft, with periosteum removed, driven into the 
medullary canal is the proper plan for stimulating 
osseous repair in pseudarthrosis, whereas in fibrous 
union the proper method is an ordinary live bone 
transplant bridging the defect. 

In operative bone surgery technic and aseptic 
precautions must be carefully observed. There 
should be no touching of the tissues even with the 
gloved hand, the surgean relying entirely upon in- 
strumental manipulations. The least infection may 
destroy all hope of success, and oftentimes makes 
amputation necessary to save the life of the patient. 

As a matter of historical information the fol- 
lowing items on non-union of fractures are ab- 
stracted from a contribution to the literature by 
the great Robert Liston nearly one hundred years 
ago. He says that union of broken bones takes 
place very slowly under some circumstances, and 
may altogether fail. This depends upon consti- 
tutional or local causes, or upon an indifferent, 
careless, or meddlesome treatment. The broken 
ends may be separated from each other, and 
rounded off; they may be in contact, and sur- 
rounded by a cyst formed by condensation of the 
cellular tissue; or they may overlap considerably, 
and lie side by side, either in close apposition, or 
with some substance interposed. 

Among the constitutional causes which may give 
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rise to this state of the parts are: syphilis, preg- 
nancy and lactation, cancer, advanced age, improper 
abstinence from food or the withdrawal of an ac- 
customed stimulus, scurvy, fevers of a low type, 
or any other disease inducing great debility, or 
actual prostration. The most common local causes 
are: too wide a separation of the fractured extrem- 
ities, necrosis or other disease of the ends of the 
bone, tight bandaging, and the too early use of the 
fractured limb. 

If non-union depended generally upon want of 
perfect rest in the injured part, the bones that are 
with most difficulty retained in apposition after 
fracture are those in which we should expect most 
frequently to meet with it. The clavicle, compar- 
atively speaking, is rarely the site of an ununited 
fracture, and yet did non-union depend upon 
mobility, that bone of all others is the one which 
we should find most frequently affected. The ribs 
we daily see well united after fracture, despite the 
constant motion to which they are subjected in 
respiration. 

Causes may be suggested to account for non- 
union, some of which may seem plausible, or be 
shown to operate in particular instances, but in 
many cases its occurrence cannot be satisfactorily 
accounted for. That the state of the constitution 
has considerable influence over the process of 
repair in fractured bones, none can deny. On the 
other hand, how many cases have been observed, 
where more than one fracture has existed in the 
same individual at the same period, and where 
though all be equally well treated want of union 
will follow in some one of them? 

Disunited fractures are sometimes met with 
which occasion so little inconvenience as scarcely 
to interfere with the use of the parts in which they 
‘may be situated, and under such circumstances it 
is questionable whether the trial of any operative 
means should be recommended for their cure. Even 
where want of bony union after fracture has not 
permitted the patient to make use of his limb, we 
often find that by the employment of simple means, 
as a leather, tin, or pasteboard cast, the defect may 
be rendered very supportable. In the majority of 
instances, however, the extremities affected by 
pseudarthrosis become almost useless, and resort 
to operative means is demanded by the patient. In 
the treatment, no exclusive method should be 
adopted, and in deciding upon the plan to be pur- 
sued, we should be governed by the situation of 
the injury, whether near a joint or otherwise, the 
limb affected, the length of time the fracture had 


existed, the degree of mobility existing in the frag- 
ments, and whether they are in apposition or other- 
wise. 


Liston’s summary of the treatment is appended 
merely as a matter, of comparison with methods 
now in vogue. Of course much of the technic 
then employed is now obsolete. 


(1) To apply the method of cure by rest and 
compression. If the fracture has been regularly 
treated, and is not consolidated at the usual period, 
replace the limb in the apparatus and insure to it 
a state of complete immoveability: if the treat- 
ment of the injury has been altogether neglected, 


or been inefficient, apply proper splints and mod- - 


erate compression with a roller, and renew these 
as soon as they become in any degree lax; 


(2) If from want of action in the site of injury, 
rest and compression are in themselves insufficient 
to produce a cure, continue the state of immove- 
ability in which you have placed the limb, and 
apply blisters, moxas, or some other stimulant to 
the site of fracture; 


(3) If both of these modes fail in producing a 
deposition of callus, employ frictions; 

(4) If the methods mentioned fail to produce a 
change, or the patient has already been suffering 
from his injury for eight or ten months, and there 
is no contra-indication to it, resort to the seton; 


(5) If the case be one to which, from its long 
standing, or state of the injured parts, the seton is 
inapplicable, expose the fracture, and apply caustic 
potash to the fractured sends; 


(6) If all of the foregoing means have been 
carefully resorted to unsuccessfully, and not until 
then, resect the ends of the bone. 

He adds as a commentary: “In employing any 
part of the above means, any obstacle to the occur- 
rence of union which may exist, arising from the 
state of the constitution, should be carefully sought 
for, and combatted, by an appropriate treatment.” 


HosPiTaL FLoors. 


No floor can surpass a wooden floor for cleanli-~ 
ness if properly laid, filled and dressed, and none 
can be more abominable if these precautions are 
neglected. For all-around service, fine-grained ma- 
ple is probably the best that is available. It is quite 
as tough as oak, and nowhere near so brittle as 
kiln-dried oak; it is more elastic than oak and is 
finer in grain.—Jacgues W. Repway, in The Medi~ 
cal Times. 


AMERICAN 191. 


The 


af 


4 
a 
i 
~ 
— 
| 
‘ 


AMERICAN 
JournaL OF SuRGery. 


192 


Mapes—MepicaL NoMENCLATURE. 


Avucust, 1919. 


MEDICO-LITERARY MISAPPLICATIONS 
AND AMBIGUITIES. 


A Semi-Critical Commentary. 


C. MAPEs, 
LoulsvILLe, Ky. 


The raison d’étre of this commentary may be 
found in the prevailing misapplication of certain 
literary and medico-literary terms by the majority 
of modern authors. Some of the strictly medical 
ambiguous expressions to be mentioned originated 
with the “Fathers in Medicine,” others are of more 
recent acquirement, whereas some have only a col- 
loquial application. 

- The following somewhat peculiar literary contor- 
tions abstracted from the Scientific American will 
serve as an appropriate introduction to a limited 
number of strictly medical contretemps collected at 
random from available literature. The presenta- 
tion of a complete list of ambiguous medical terms 
would require more time and space than can be 
accorded this dissertation. 

There is no cream in cream of tartar, in cold 


magnesia, in milkweed, nor in the cocoanut. These 
are as remote from the cow as is the cowslip. 
There is no bread in breadfruit, nor grape in grape- 
fruit ; a pineapple is neither pine nor apple; a prick- 
ly pear is not a pear; an alligator pear is neither 
pear nor alligator ; and a sugur plum is not a plum. 
Apple butter is not butter; there is no butter in but- 
termilk, butternuts nor in buttercups; and flies in 
the dairy are not butterflies. Peanuts are not peas, 
and it is doubtful whether ‘they are nuts. 

Monkey wrenches are neither made by nor of 
monkeys; poles are not made from polecats, nor 
badges from badgers. A lathechuck is a device at- 
tached to the mandrel to hold the turning wood, but 
it is not a woodchuck ; a woodchuck is a groundhog, 
which is not hog nor it is ground ;—ground hog is 
sausage ;—and a lathe mandrel is not a monkey, ai- 
though a mandrill certainly is. 

Angel food is not eaten by angels; there are no 
sponges in sponge cake; and the eating of lady 
fingers does not imply cannibalism. Sweetbreads 
are nct sweet, nor are they bread. Chickenpox has 
nothing 10 do with chickens, neither has an egg- 
plant, nor a cocktail. Horse chestnuts and horse 
mackerel are as far removed from the genus equus 
caballus as a saw-horse, a clothes-horse, or a horse- 
radish; a horse chestnut is a nut, and so is the de- 
vice which is applied to a bolt. 

_ The catgut of commerce is no more feline than 


creams, nor in chocolate creams; no milk in milk of | 


_ pussy-willow or cat-tails; and firedogs are andirons | 


which are not infrequently made of brass. A po- 
liceman is called a copper or a bull, but an Irish 
policeman is not an Irish bull. Whiffletrees, boot- 
trees, hall-trees, and family trees are as much out 
of place in the woods, as a railway frog, a fish plate, 
a fish story, a mackerel sky, or a crabapple, in the 
water. 

Infinitely more ridiculous literary contortions and 
misapplications of words, prefixes and suffixes are 
noted in the writings of both ancient and modern 
medical authors, as illustrated by the following ex- 
amplés : 

(1) NEISSERIAN URETHRORRHEA: The word 
gonorrhea is one of the most ancient misnomers in 
medical history. The prefix gono- signifies seed, 
or semen, and the suffix denotes a flow or discharge; 
therefore the word gonorrhea literally interpreted 
means a flow of semen. Excepting by inference 
there is nothing to suggest in what anatomic situ- 
ation the flow originates nor through what aperture 
it emerges. The word contains no etiologic nor 
pathologic significance and fails to convey the least 
information concerning the contagious disorder it 
is intended to represent. The prefixes gona-, gone-, 
and gono- can be correctly used only in relation to 
the anatomy and physiology of the reproductive 
glands. Obviously, also, gonorrheal wherever and 
however employed is equally ambiguous and incor- 
rect. Certainly no one would be willing to admit 
that in so-called gonorrheal endocarditis there oc- 
curred a flow of semen from the cardiac apparatus. 
Even the causative diplococcus isolated by Neisser 
is mis-named the gonococcus which merely means 
semen berry. The terms blennorrhea, blennorr- 
hagia and urethritis are likewise inexact; the two 
former signify a flow of mucus without indicating 
its origin or exit, and the latter denotes inflamma- 
tion of the anatomic structure which the word sug- 
gests without reference to the etiologic factor re- 
sponsible for its existence. 


In this connection the relation of a personal ex- 
perience may be permitted: A specimen of purulent 
material from the urethra was submitted to a well- 
known laboratory for bacteriologic examination to 
determine the presence or absence of Neisserian 
disease. The report contained the ambiguous in- 
formation that the specimen was “loaded with 
micro-organisms morphologically similar to gono- 
cocci!” It was rejected and returned to the labora- 
tory with the notation that a thousand things might 
be morphologically similar, and the pathologic diag- 
nosis was therefore not only inaccurate but worth- 
less. 
(2) THe Urocystic Apparatus: From time 
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immemorial it has been customary to speak of the 
urinary storage reservoir as the bladder, more cor- 
rectly but less commonly the urinary bladder; and 
concretions found therein have been familiarly 
known as bladder stones or vesical calculi. The 
accurate name of this viscus is the wrocyst, cystitis 
is literally wrocystitis, and concretions composed of 
urinary constituents are uroliths regardless of the 
situation in which they may exist. According to 
location such concretions may be classified as renal, 
ureteral, urocystic, and urethral. The ambiguous 
term bladder should be eliminated from medical 
parlance. 


(3) AnuRIA AND Urinary Excretion: The 
majority of authors use the terms anuria, urinary 
suppression, obstruction, dysuria, etc., synony- 
mously and interchangeably, disregarding the fact 
that each has a separate and distinct signification ; 
it has also been the custom to specifiy the degree of 
anuria, i. e., whether partial or complete. It must 
be obvious that anuria means no urine, consequently 
there can be no variations in degree. When urin- 
ary excretion is scanty or the outflow obstructed, 
the designation anuria is inaccurate; and dysuria, 
uroschesis and pollakiuria bear no relationship 
whatever to anuria, since urinary excretion is un- 
interrupted. The terms secretion and excretion are 
also grossly misapplied. Urine is excreted and 
not secreted by the renal apparatus, yet the latter 
word is almost invariably employed for the former ; 
and the same is true of the excretions of other 
glandular structures. 


(4) Manustupration: Mentulomania and clit- 
oromania have been suggested as scientifically exact 
for manustupration in the male and female respec- 
tively, more familiarly known as masturbation, self- 
abuse, secret vice, onanism, self-pollution, and vari- 
ous other ambiguous terms. Anatomically, how- 
ever, the name manustupration seems sufficiently 
expressive since it implies use of the hand for 
orgastic induction. The opinions of others to the 
contrary notwithstanding, it is believed manustu- 
pration is an evidence of individual physiologic 
normality rather than pathologic abnormality ; were 
it otherwise about ninety per cent. of adolescent and 
adult males, and sixty per cent. of females, would 
have to be classified as abnormal and pathologic. 
Nothing has been more unwisely exaggerated than 
the presumed physical, mental and moral disastrous 
effects of manustupration, nor is there a subject 
embraced within the science of medicine about 
which more misinformation exists. 


(5) Tue Cuorecystic Apparatus: Some of 
the most prominent surgeons in the world insist up- 
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on accuracy of the expression gall-stone disease. 


They seem to ignore the pertinent facts that tech- 


nically and scientifically gall stones are choleliths, 
that the correct name of the so-called gall-bladder 
is the cholecyst, and that a diseased gall stone would 
be a rara avis impossible of demonstration. The 
terms cholelithiasis, cholecystitis, cholecystostomy 
and cholecystectomy are accurately utilized, but in 
speaking of the fundamental anatomic structure the 
term gall-bladder is substituted for cholecyst. The 
ambiguous term jaundice is used for icterus or 
choloplania although it bears no relationship what- 
ever to the hepato-cystic tract. 

(6) THE anp “PARA” IN 
PaTHOLocy: A specimen of presumably carcinoma- 
tous tissue was recently submitted for diagnostic 
confirmation to a prominent pathologist, who, after 
microscopic examination, made the pathologic diag- 
nosis of epidermoid carcinoma. His report was re- 
jected because the suffix oid only means that the 
tissue examined resembled the skin, the word epi- 
dermoid conveying not the slightest pathologic in- 
formation ; moreover, granting the tissue may have 
resembled the cutaneous structure, that factor alone 
did not indicate malignancy. For similar reason 
every word ending in oid when pathologically ap- 
plied is meaningless. A complete list of such terms 
cannot be given, but the following are commonly 
used by pathologists: Dermoid, cheloid, cancroid, 
chancroid, epidermoid, epithelioid, mycoid, fecaloid, 
teratoid, “neurasthenoid,” and “rheumatoid.” In 
describing certain peculiarities of anatomic confor- 


mation the suffix oid is permissible, but not in de- 
scriptive histo-pathology. Similar statements may 


be aptly applied to the prefix para—which merely 
denotes near, against, or beside, when used strictly 
in a descriptive pathologic sense. On this basis 
such clinical diagnoses as parasyphilis, paratyphoid 
fever, etc., would seem the height of scientific ab- 
surdity. 


(7) FEcat OBSTRUCTION or Stasis: Every sur- 
gical text-book in Christendom contains an elaborate 
description of the mechanics of so-called intestinal 
obstruction, and this term is universally employed 
in current literature. The reminder seems perti- 
nent that, excepting within the narrowest limits, the 
intestine 7s an immovable structure and therefore 
cannot be the subject of stasis or obstruction. Fecal 
obstruction or fecal stasis, which denotes interfer- 
ence with the onward progress of feces through the 
intestinal lumen, should be employed regardless of 
the cause of the phenomenon. The same remark 
will apply to intestinal stasis (Lane), ileus, and oth- 
er synonyms by which fecal obstruction is known. 
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Likewise the term bowel to represent any portion 
of the gastroenteric tract is ambiguous; the word 
simply means something located within and has no 
reference to the intestine or rectum. Even the rec- 
tum is misnamed, since it is far from being a 
straight channel. 


(8) CrLioromy AND Ovariectomy: The words 


laparotomy and ovariotomy have been much misused 


for many years. Laparotomy signifies incising the 
loin, and ovariotomy means cutting the ovary; 
therefore both terms are ambiguous and inexact. 
Celiotomy and ovariectomy or dophorectomy 
should be substituted. Of course, where the loin is 
incised laparotomy is correct, but not otherwise 
when referring to abdominal section. 


(9) PostHEectomy: The term circumcision has 
been in common use in both lay and medical circles 
since the beginning of history, yet it can only 
mean circular cutting and has no reference what- 
ever to the anatomic region surgically attacked. 
The correct designation for surgical extirpation of 
the prepuce is posthectomy. 


(10) Pre-cancerous Lesions: One of the most 
dangerous ambiguities recently introduced into 
medical nomenclature is the term pre-cancerous, 
which literally means something existing prior to 
the development of carcinoma. It is dangerous 
from the standpoints of both the laity and the med- 


ical profession, because every benign lesion might 


be considered pre-cancerous. It must be remem- 
bered that despite individual erudition it is phys- 
ically impossible for the observer in any instance 
‘to predetermine whether or not a benign lesion will 
eventually undergo malignant transformation; and 
to extirpate by radical surgical intervention every 
recognized benign lesion fearing ultimate malig- 
nancy would represent an extreme degree of 
ergasiomania which should neither be recommended 
nor tolerated. While this statement applies with 
equal force to benign lesions irrespective of their 
anatomic situation, the female breast has probably 
suffered the greatest amount of unjustifiable muti- 
lation. 


(11) EsopHaGo-vENTRICULAR Spasm: It has 
been customary to designate spasmodic contraction 
of the esophago-ventricular aperture as cardio- 
spasm. The fact has evidently been overlooked 
that literally the word means spasm of the heart,— 
an entirely different phenomenon having no direct 
relationship to the esophagus or stomach. Therefore 
cardiospasm is technically and anatomically incor- 
rect as at present applied. Esophagospasm only 
partially conveys the intended meaning, as a por- 


tion of the ventricular musculature is also impli- 
cated in the spasmodic contraction. 


(12) Parotitis: Who first employed the word 
mumps to represent parotitic inflammation cannot 
be definitely stated, but it has been in common use 
by the laity for centuries and also appears in medi- 
cal literature. The correct pathologic designation 
is parotitis, which may be either unilateral, bilateral, 
epidemic, sporadic, suppurative or non-suppurative. 

(13) Rasies: Even in quite recent discussions 
certain authors have attempted to maintain that the 
term hydrophobia is correct. The word originated 
with the ancients and literally interpreted means 
fear of water. Certain authors still question the 
existence of such a pathologic entity as rabies 
canina or rabies humana. They believe that the 
most logical explanation of the uncertain and in- 
definite symptomatology presumed to be due to 
rabic infection in the human being, at least in a 
large percentage of instances, may be found in in- 
ordinate fear and too vivid imagination, plus un- 
warranted interference of relatives and doctors. 
In any event the word hydrophobia pathologically 
applied is a misnomer. 


(14) NEuRASTHENIA AND Hysteria: These two 
words have covered a multitude of professional sins 
of omission, commission, and ignorance. It would 
seem that the vague symptom-complex which in- 
duces the uncertain diagnosis of neurasthenia or 
hysteria must have a pathologic basis which care- 
ful anamnestic and clinical investigation should re- 
veal. Too frequently the physician seems willing 
to accept the diagnosis made by his patient. 


(15) Tue Arturitic Group: It seems a 
strange commentary that modern authors persist in 
employing the terms rheumatism, rheumatic, rheu- 
matoid, etc., which have absolutely no etiologic nor 
pathologic meaning. The word rheumatism, like 
neurasthenia and hysteria, has too frequently been 
utilized as a protective shield for diagnostic and 
pathologic inaccuracy. The definition of rheuma- 
tism has been made to embrace the following sep- 
arate and distinct types of pathology which may 
or may not be possible of clinical demonstration: 
Myalgia, myositis, neuralgia, neuritis, chondralgia, 
chondritis, ostalgia, osteitis, arthralgia, arthritis, 
osteochondralgia, osteochondritis, arthrochondral- 
gia, arthrochondritis,—and a host of other definitely 
or indefinitely localized aches and pains to which 
human flesh is heir. The terms rheumatic and 
rheumatoid, when applied to tonsillar, cerebral, 
cardiac, cutaneous, ocular, intestinal, pulmonary 
and other visceral lesions attended by painful sen- 
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sations are not only meaningless but unscientific and 
absurd. 


(16) Herepirary INFLUENCE: There seems no 
limit to the pathologic, anatomic, developmental, 
physical, mental and moral obliquities which have 
hitherto been attributed to the intangible influence 
of hereditary transmission, and the ambiguous ex- 
pressions relating thereto are so numerous as to 
preclude specific mention. The assertion is made 
without fear of successful controversion that no 
physical nor mental obliquity can be correctly 
ascribed to the influence of heredity. The pertinent 
fact cannot be ignored that irrevocable substantia- 
tion of the theory that anything is actually inherited, 
presupposes that either the spermatozoon or ovum 
(or both) was the subject of similar defect at the 
time of fructification; and it is an immutable em- 
bryologic dictum that imperfect germinal cells are 
incapable of being fructified. Infinitely less tan- 
gible information exists concerning the influence of 
heredity than any other subject in medical science. 
The developmental and other irregularities in phys- 
ical conformation commonly attributed to hereditary 
influence and maternal impressions are explicable 
upon other and more reasonable hypotheses. 


(17) Utitis: Both dentists and physicians are 
responsible for perpetuating error and ambiguity 
in using the single word pyorrhea to indicate what 
is technically and pathologically pyorrhea alveolaris, 
. gingivitis, or preferably wlitis. While there may 
be some excuse for dental misapplication of medical 
terms, the physician should know that pyorrhea 
only means a flow of pus. Like gonorrhea and 
blennorrhea, the word contains nothing to indicate 
the origin or exit of the discharge. 


(18) SpeciFic GRANULAR EpipepHycitis: The 
word trachoma is employed by every ophthalmist 
in the world, and has been accepted as correct by 
the Health Department of the United States Gov- 
ernment, yet it has no etiologic nor pathologic sig- 
nificance. Literally interpreted, trachoma merely 
means something which is rough, and the word has 
no reference whatever to the ocular apparatus. 
Rose, of New York, suggested the name epipephy- 
citis as the correct pathologic designation, to which 
the writer would add the qualifying terms “specific” 
and “granular” as a means of differentiation be- 
tween simple and specific conjunctivitis. The word 
trachoma is a misnomer and should be discarded. 


(19) OpnutTHatmitis: While the suffix itis de- 
notes inflammation wherever and however em- 
ployed, and the eye is technically the ophthalmus, 
yet the term in common use to represent inflamma- 


PLETH—HEMORRHOIDS AND PROLAPSE. 


tion of the eye is ophthalmia. When and by whom 
the word was introduced into medical nomenclature 
cannot be determined with certainty, but as patho- 
logically applied it is inexact and ophthalmitis 
should be substituted. 


(20) Nycratopra: Another curious and appar- 
ently inexcusable misapplication by ophthalmists is 
the use of the word hemeralopia to represent so- 
called night-blindness, whereas the converse is lit- 
erally true, i. e., hemeralopia signifies day-blindness. 
Based upon the derivation of the term, the correct 
designation for night-blindness must be nyctalopia, 
although the word does not appear in any text-book 
examined,—hemeralopia being invariably used. 

Quite recently the writer exhibited the temerity 
to substitute nyctalopia for hemeralopia in a scien- 
tific dissertation which was being revised and re- 
written for a prominent local ophthalmist, and was 
severely criticized therefor. During the argumenta- 
tion which followed the specialist was induced to 
admit that the literal meaning of nyctalopia was 
night-blindness ; nevertheless he insisted upon using 
hemeralopia just the same! 


THE USE OF THE ANGIOTRIBE FOR THE 
RADICAL CURE OF HEMORRHOIDS 
AND IN THE TREATMENT OF 
RECTAL PROLAPSE. 

V. Pretu, Pu.D., A.B., M.D., 

Captain, Med. Corps, U.S.A. 

PitTsBpurG, CAL. 


The method here presented has been employed . 
by the author in more than one hundred cases and 
has given such uniformly good results that it merits 
general recognition. The operation is executed 
under spinal or local anesthesia with a preliminary 
hypodermatic injection of morphine and atropine. 
If local anesthesia is employed, a thorough infiltra- 
tion is necessary in order to secure maximum dila- 
tion of the sphincters. 

All hemorrhoidal structures are grasped with 
ordinary artery forceps, and a few (2 or 3) c.c. of 
a one per cent. solution of quinine-and-urea hydro- 
chlorid are injected into the base of the pile struc- 
tures. All the piles having been injected, a blunt 
curved needle, armed with a linen thread, is passed 
through the pile as close to the forceps attached 
to it as possible; the needle is withdrawn and the 
free ends of the thread are securely knotted to 
prevent slipping. Traction is now made on the 
thread to bring the pile into good view and the 
blades of a strong angiotribe are applied around it 
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and are securely locked so.as to completely crush 
the pile. The angiotribe is left on the pile for about 
one minute and then carefully removed without 
pulling on the tissues. The knotted linen thread 
is now removed. All the piles are crushed in this 
manner but not cut away; no rubber tubing is 
placed in the rectum after employing the crushing 
method. 

The patients operated upon by this method suf- 
fer no post-operative, pain or inconvenience. The 
tissues crushed with the angiotribe are transformed 
into a ribbon-like structure so thin that it is almost 
transparent: it slowly disintegrates and disappears 
in about one week. 

The quinine injected produces an anesthesia that 
lasts for several days and by the time the sensation 
returns a cure has been accomplished.. No case of 
injury of the sphincter was observed, a thing that 
was often noted when the old methods of chloro- 
form, cautery, and forcible divulsion of the sphinc- 
ters were employed. 

Prolapse of the rectum can be treated in a simi- 
lar manner. Grasp the prolapsed tissues with artery 
forceps attached at four points bringing them on a 
stretch; apply the blades of the angiotribe around 
the prolapse, parallel with the axis of the rectum, 
one blade on each side of the prolapse, so that the 
point of the blades rests in or near the anal open- 
ing, and crush ad maximum along the lines indi- 
cated by the points of traction; now divide the 
crushed tissues along the middle line of the rib- 
bon produced by the crushing. This divides the 
prolapse into four quadratic sections or flaps. The 
angiotribe is next applied to each of these four 
flaps at their base, but this time at a right angle 
to the axis of the rectum, and pressure is applied. 
_ The angiotribe removed, the flaps are severed along 
the middle line of the impression made by the 
crusher. 

All flaps having been removed, an irregular 
quadrilateral-shaped white line of compressed tis- 
sues is seen and a continuous suture of fine catgut 
is made to firmly unite the tissues compressed along 
this line. Finally a few c.c. of a one per cent. qui- 
nine solution are injected into the tissues in a cir- 
cular manner and external to the line of sutures. 
This will prevent post-operative pains as in the 
operation for the simple crushing of the pile struc- 
tures; no rubber tubing need be placed in the 
bowel; no open wounds have been made upon the 
rectal wall; nor has any blood been spilled, a thing 


which is of much importance in very anemic pa- 


tients. 


REPORT OF A CASE OF AN OTITIC 
_ ABSCESS OF THE BRAIN.* 
Joun Guttman, M.D., 
New York. 


Owing to the greater attention that is being given 
nowadays to chronic suppurations of the middle 
ear, intracranial complications are not very com- 
mon. The occurrence of a brain abscess as a result 
of such complications is comparatively rare, and 
warrants a more or less detailed report. 

S. M., 35 years old, consulted me for the first 
time on July 14, 1918, complaining of severe head- 
aches and vomiting, which his family physician 
ascribed to a gastritis. Having had an ear dis- 
charge for the preceding sixteen years, the patient 
himself suspected that his headaches might bear 
some relationship to the discharging ear. 


‘There was foul smelling pus in the ear with soft 
red granulations protruding from the upper and 
posterior wall of the tympanic cavity. Hearing V = 
th=o. The caloric test showed a functioning 
labyrinth. Evidently the granulations were not 
attached to the labyrinthine wall. 


In order to facilitate drainage, I removed some 
of the granulations ; there was no difficulty in doing 
this and the patient did not experience any pain 
during their removal. This was followed by great 
relief, which lasted for three days; on the fourth 
day he returned to my office with a temperature of 
103°, severe headache and drowsiness. 


He was immediately sent to the hospital, where : 
I performed a radical mastoidectomy. The cortex 
of the mastoid was found sclerosed, practically no 
cells being encountered. The antrum and tymp- 
anic cavity were filled with foul-smelling choles- 
teatomatous masses; the tegmen antri seemed per- 
forated with drops of pus oozing through the open- 
ing; the opening was widened and two ounces of 
very offensive-smelling pus, evidently under pres- 
sure, gushed out from the enlarged opening. The 
drum beneath was covered with reddish granula- 
tions. The radical operation was then completed 
and‘the wound was closed. 


The following day the temperature dropped to 
99°, the sensorium became clearer and the drowsi- 
ness considerably diminished. The next day, tem- 
perature 99°, sensorium not as clear as the day 
before. Babinski, Kernig and Brudzinsky phe- 
nomena were present. The cerebro-spinal fluid was 
under great pressure and microscopically showed 
evidences of meningitis; the exact bacterium could 
not be determined culturally. Diagnosis: menin- 
gitis. This was corroborated by Dr. E. D. Fried- 
man. 

On July 22nd, the temperature rose to 100.1°; 
sensorium clouded. July 23rd, the wound was re- 
opened, and the dura was found bulging but not 


*Read before the Section on Otol N York Acad 
Medicine, May 9, 1919. 
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pulsating. Thereupon I decided to explore the 
brain; and accordingly entered the lower gyrus of 
the temporal lobe. About two ounces of “cadaver- 
ous” smelling pus was evacuated from a cavity the 
size of a small orange. Decomposed brain matter 
was evacuated with the pus. During this, the pa- 
tient stopped breathing, and artificial respiration 
had to be resorted to. After a considerable period, 
respiration was re-established and the patient was 
removed from the operating table, but six hours 
Jater the temperautre rose to 105°, and he died. 


Some of the interesting features of this case are: 

1. At the onset of the disease the patient was 
treated for gastritis; the vomiting and headache be- 
ing attributed to disease of the stomach. 

2. The course of the affection was probably 
the following: cholesteatomatous masses broke 
through the tegmen antri, forming a chronic brain 
abscess. This was quiescent, and having produced 
no symptoms the patient did not seek relief until 
the abscess caused meningeal irritation. 

3. The removal of polyps from the ear even when 
they are not attached to the labyrinthine capsule 
may flare up a “slumbering meningitis.” 

4. The stoppage of breathing during the opera- 
tion was due to temporary interference with the 
circulation in the medulla, most probably on ac- 
count of the sudden change in the intracranial pres- 
sure, after the evacuation of the pus. 


Letters to the Editor 


San Francisco, May 24, 1919. 
Editor, AMERICAN JOURNAL OF SURGERY: 

I should like to call attention to certain points 
in the discussion of The Factors to be Considered in 
Determining Whether to Extract or Conserve Dis- 
eased Teeth in the May number of the AMERICAN 
JourNaAL or Surcery; for while Dr. Hartzell does 
not mention my article in a previous number, some 
of his statements might be taken as contradictory 
to mine. j 

In the first place, we should remember that 
while I was dealing definitely with dead teeth, Dr. 
Hartzell deals with what he terms rather vaguely 
diseased teeth. 

It is true, of course, that “individuals who advo- 
cate complete destruction of dental organs in order 
to rid the body of streptococcal growth, * * * evi- 
dence profound ignorance.” But it is also true, 
on the other hand, that complete removal of dead 
teeth and underlying areas of infection will rid the 
body of dangerous and sometimes fatal sources of 
streptococcal growth, that such sources cannot be 


removed by any amount of tooth washing or grind- 
ing or polishing, and that such sources often cannot 
be removed by simple extraction followed by curret- 
ing. | 
In the statement, “where teeth must be devital- 
ized, such devitalization should be done under ex- 
actly the same kind of surgical asepsis, as is de- 
manded of surgery of the brain or abdominal 
cavity.” Dr. Hartzell shows that he is unwilling to 
accept my statement that all teeth devitalized under 
careful surgical asepsis show evidence of putrefac- 
tion and infection within six months of the time 
of devitalization. The truth of my view can easily 
be verified by experiment. Would it not be advis~ 
able for other men to offer definite evidence rather 
than their general opinions, if they are unwilling to 
accept my view? 

Moreover, I have pointed out that some of the 
cases of pyorrhea, in which Dr. Hartzell is specially- 
interested, are caused by dead teeth and will not be 
cured so long as the dead teeth remain in the. 
jaws.* 

According to the article on Diseased Teeth, “an, 
individual with a full complement of red cells, * * 
a normal digestion, a normal urine, and a reason-- 
able amount of energy, is safe in conserving any 
of his dental organs which might present for treat-. 
ment.” The meaning of safe here is rather in- 
definite. If we take safe in the ordinary sense of 
the term, the quotation is equivalent to such a state- 
ment as the following: A man with a lighted bomb. 
in his pocket is perfectly safe. The fact that a dead 


.tooth had not affected a man so as to put him 


among Dr. Hartzell’s 182,850 persons in our coun- 
try who died in 1916 from heart disease, does not- 
indicate that the dead tooth will not affect the 
man. The man will not be safe so long as the dead. 
tooth and the involved ‘bone underlying it are 
allowed to remain. Very truly yours, 

Joser Novitzxy. 


MINNEAPOLIS, M1nNn., May 20, 1919. 
Editor, AMERICAN JOURNAL OF SURGERY: 

Thank you for the very nice editorial in the 
AMERICAN JOURNAL OF SuRGERY for May, in rela- 
tion to my article on Local Anesthesia in Children. 
I might call your attention to one rather “healthy” 
mistake made in this editorial. The word I used in 
the article was “stealthy” not “healthy.” Healthy is. 
pretty good, but stealthy is better. In this instance. 
it has an entirely different meaning. 

Very sincerely yours, 
R. E. Farr, M.D. 


* Septic Teeth; Their Etiology and Surgical Treatment. 
1cAN JourNAL oF Surcery, August and September, 1917. 
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SHOCK. 


The war provided abundant opportunity for the 
study of wound shock, and it was studied both 
clinically and—in the British and American armies 
—experimentally. As the result of these and ear- 
lier observations certain phenomena are known to 
occur in surgical shock. These, as summarized by 
Professor Cannon in his discussion at the meeting 
of the Société de Biologie, October 19, 1918, are: 
1. persistent low arterial pressure; 2. concentration 
of corpuscles in the capillaries; 3. fall in the body 
temperature concomitant with the fall in blood pres- 
sure; 4. reduction of the alkali reserve in the blood 
(sodium bicarbonate) often sufficient to amount to 
an acidosis ; 5. a correspondence between the reduc- 
tion of the alkali reserve and the fall in the blood 
pressure ; 6, damage to the circulatory control when 
the low pressure has lasted a long time; 7. a 
marked sensitiveness to ether or chloroform anes- 
thesia, which dangerously reduces the already low 
blood pressure; 8. tolerance of nitrous oxid and 
oxygen as an anesthetic. 

In spite, however, of our familiarity with these 
facts it cannot be said that we have approached 
much nearer to a knowledge of the mechanism of 
shock. The various theories that have been ad- 
vanced from time to time have all thus far failed of 
satisfactory proof by laboratory experiments or by 


‘tinctly dangerous. 


therapeutic tests. Cannon has been advancing the 
theory, based on cat experiments, that. traumatic 
shock is due to absorption of toxic material from 
traumatized tissues. In these experiments, carried 
out with the English physiologist Bayliss at the A. 
E. F. laboratory center in Dijon, he found that the 
condition is independent of infection (the muscles 
were traumatized without breaking the skin) ; that 
it is not of nervous origin (it occurred even when 
the nerves were severed) ; and that fall in the blood 
pressure did not take place if the vessels were con- 
stricted by a proximal tourniquet, thus indicating 
that the absorption is into the circulation. Like 
other hypotheses of shock, Cannon’s is yet to be 
proved. Crile rejects it as altogether faulty, and 
stoutly maintains his own theory. Discussing 
Cannon’s recent paper at the convention of the 
American Medical Association (see Journal of the 
A. M. A., July 19, 1919) he said: 


“Patients with extensive wounds of the extremities 
to which tourniquets had been applied so that the blood 
supply of the injured part was so completely blocked that 
no tissue poisons could have been introduced into the 
circulation, have passed into shock and have died from 
shock. Patients have died during operations from 
shock in which a tourniquet has completely controlled 
the circulation of the blood of the injured part. The 
tourniquet does not block nerve impulses; it does block 
circulation. Nerve blocking does prevent shock.” 


As the mechanism of shock has thus far failed 
of demonstration, so too a specific therapy has 
eluded development. Bayliss’ intravenous infu- 
sion of gum-saline solution was hailed as a means 
of restoring blood pressure but, though many as- 
sert its beneficence there are at least as many more 
who condemn it as of little value or even as dis- 
In spite of all the study that 
has been devoted to shock, both by surgeons and by 
physiologists, we have thus far arrived at no better 
plan of treatment—upon which, however, all agree 
—than the application of heat, the administration 
of small doses of morphine and—in cases associat- 
ed with hemorrhage—the transfusion of blood. 
Among battle casualties much of the shock was 
due, it would appear, to fatigue or exhaustion and 
to lack of food. In these cases, especially, hot 
drinks were also helpful. 


MEDICAL NOMENCLATURE. 

We have departed somewhat from the usual 
character of our original contributions to publish, 
in this issue, the suggestive and informative paper 
on “Medico-Literary Misapplications and Ambigui- 
ties.” The author, Charles C. Mapes, is a purist 
in English diction, a stylist in medical composition, 
a stickler for precision in scientific words and 
phraseology. 
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_We share his respect for elegance and accuracy 
in rhetoric and for the proper use of words, scien- 
tific and other. Thus we accord with him in ob- 
jecting to the expression “gonorrheal endocarditis,” 
as quite improper and without the sanction of usage 
among careful writers. We cannot follow him, 
however, in protesting against gonococcal endo- 
carditis or the terms gonococcus and gonorrhea, 
however much the things they denote differ from 
what the etymology of the words (which, after all, 
is of no practical importance) might indicate. 

There are thousands of words, both in technical 
nomenclature and in common speech that have their 
origin in metaphor, in fancied resemblances, in mis- 
taken notions of the source or uses of the thing 
named, or even in pure slang. Yet they are per- 
fectly good words for they are understood by 
everybody. Language grows; it cannot be made 
by dicta. The time to protest against an ill-made 
term is when it first appears, not after it has been 
in general use for centuries. Achilles Rose in- 
veighed long and vigorously against hybrid Latin 
and Greek terms and other philologic monstrosities 
in medical nomenclature. But he cried out in vain: 
everyone knows what trachoma means, but few 
have heard of and fewer use epipephycitis. The 
scholarly Frank P. Foster insisted upon spelling the 
eponymic terms faradization and Fallopian as 
faradaization and Falloppian, but usage has not fol- 
lowed his direction. Bladder, jaundice, circum- 
cision are words that are well understood wherever 
English is spoken. To attempt to replace them with 
urocyst, choloplania and posthectomy is not only 
foolish but confusing and, indeed, it smacks of 
pedantry. Such efforts are bound to be futile and 
the chief result of them is to make their authors un- 
happy. 

Mapes is doing a useful service, however, in call- 
ing attention to the descriptive inaccuracy of many 
medical terms, for he may thus help us to be more 
careful in the manufacture of new words made nec- 
essary by fresh medical discoveries. He is right, 
too, when he objects to the distortion of words be- 
yond their accepted meaning,—there is, of course, 
no such thing as partial anuria, yet one may properly 
say that a patient is almost anuric. 

Medical manuscripts abound in far greater sins 
than partial anuria and gonorrheal endocarditis. 
We would not here attempt to enumerate a tithe of 
them; but we must protest again against such ex- 
pressions as “a chronic appendix,” “an acute ab- 
domen” and “the patient had noe temperature.” 
However acceptable such phrases may be in the 


slang of the hospital ward they are utterly unpar- 
donable in a medical address or on the printed page. 


ABRAHAM JACOBI. 


The passing of the venerable Abraham Jacobi is 
a very real loss to the profession beyond even that 
of the inspiration of his presence, for in spite of his 
advanced years he was still active in affairs that con- 
cerned scientific medicine, public health, and civic 
betterment. Indeed, the militant activity of this old 
man might put to shame many of his younger col- 
leagues who had not earned, as he had, the right to 
rest from labors in the public welfare. 

A grateful profession, proud of the best medical 
library in the world—that of the Surgeon General 
of the Army in Washington—should not forget that 
it was largely through the efforts of Jacobi that the 
appropriation was secured from Congress, in 1880, 
to print that most important medical bibliography, 


the Index Catalogue of this library, upon which 


Billings and Fletcher had labored for several years. 

Nor is surgery itself without debt to Jacobi. 
Among his many original clinical observations in 
pediatrics. will be found not a few of surgical sig-. 
nificance and importance. 


Surgical Sociology 


Ira S. Wile, M.D., Department Editor. 4 


Is SypuHitis INCREASING? 

The examination of the death rate attributable. 
to syphilis shows an apparent gradual increase of 
recorded deaths from the cause. With a rate of 
4.1 as the average from the years 1906 to 1910, one- 
notes progressively the increase to 7.2 in 1913; 7.> 
in 1914; 8.6 in 1915 9.6 in 1916. It is similarly 
noteworthy that the percentage of deaths from 
syphilis under the age of one year in the Registra- 
tion Area as of 1910, exclusive of North Caro~ 
lina, as compared with the total death rate, has 
risen from one per cent in 1910 to 1.3 per cent in 
1916. The mortality rate in infancy from syphilis. 
is higher than that due to scarlet fever, diphtheria,. 
influenza, and tuberculous meningitis, though 
these represent infections for which there is much 
concern and towards the reduction of which efforts 
have been made. 

In a most excellent volume by Dublin, Kopf and 
Van Buren on “Mortality Statistics of Insured 
Wage Earners and Their Families,” published by 
the Metropolitan Life Insurance Company, appears. 
the experience of that company in its Industrial 
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Department, 1911 to 1916, in the United States and 
Canada. In an analysis of the vast amount of 
material, there is developed a comprehensive study 
of the mortality of wage earners and their families, 
with the exception of figures of children under one 
year of age, which are not classed as insurable. 
The virtue of the volume lies in its supplemental 
information concerning large areas of the country 
still remaining outside the registration area of the 
United States. The extensive facts revealed in 
this report are of unusual value because of the 
painstaking care which has been employed in their 
compilation and the definiteness of information 
concerning policy holders which is available for 
life insurance companies and generally unrecorded 
in ordinary data secured through public agencies. 


Syphilis possessed a death rate of 8.7 in the ex- 
perience of the Metropolitan Life Insurance Com- 
pany during the six year period of 1911 to 1916. 
Admittedly, this figure is entirely inadequate be- 
cause of the general tendency to conceal the exis- 
tence of syphilis as a cause of death. To illus- 
trate, in the original records of deaths submitted 
to the insurance company, syphilis was given as a 
cause in 2345 instances, but after careful inquiry 
and investigation, the number of deaths was finally 
recorded as 4659, almost a one hundred per cent. 
increase. It is because of this that the statistical 
facts concerning death presented by the insurance 
company probably are more nearly correct than 
those tabulated in the routine death records com- 
piled by departments of vital statistics of the states 
within the registration area. The benefits of this 
effort toward more accurate certification are 
further exhibited by the fact that the mortality 
rate for syphilis in the industrial experience was 
3.4 in 1911, and 11.9 in 1916. It is obvious that 
the disease itself has not increased in virulence to 
this extent, but that the apparent increase in the 
death rate was due to greater efforts in the direc- 
tion of accuracy. 

It is undeniable that the published death rates 
for syphilis are increasing, but this is by no means 
indicative of the fact that syphilis itself is more 
widespread or more virulent than during previous 
years or decades. Osler long ago remarked “of 
the killing diseases, syphilis comes third or fourth.” 
This conclusion was based upon an appreciation of 
the causal relations between syphilis, locomotor 
ataxia, paresis, aneurisms, and numerous cardio- 
vascular diseases thus far separately classified in 
the International List of Causes of Death. The 
effect of combining these items is evidenced in 


Metropolitan experience by a general mortality 
rate from syphilis, for example, from 1911 to 
1916 of 8.7, but a mortality rate of 14.3 if there 
are to be included locomotor ataxia, general 
paralysis of the same. 

Downing estimated the mortality from syphilis 
to be about one in every 18 deaths, basing his con- 
clusion upon the figures of Massachusetts. This_ 
would place syphilis in point.of fatality fourth in 
the list, and only surpassed by tuberculosis, pneu- 
monia and cancer. 

Metropolitan tables point out, likewise, very sig- 
nificant differences between the mortality rates 
from syphilis classified by color and sex. The 
death rate among colored males and females is in- 
variably higher than for deaths from this cause 
among the whites, and the mortality rates for the 
males is considerably higher in each group than 
that of females. To make it concrete, the general 
mortality rate from syphilis covering the six years 
was 8.7, the mortality rate for white males was 
9.3, white females 3.9, colored males 32.4, colored 
females 18.7. Incidentally, it is noted that there 
is a gradual increase in the recorded mortalities, 
both males and females, whether white or colored. 


These mortality figures of syphilis are striking, 
but their true significance cannot be determined 
until there is a wider knowledge concerning their 
relative value compared with the general figures 
for deaths from syphilis that are now so carefully 
hidden behind other official causes of death. 
Furthermore, the true meaning of these figures 
cannot be grasped, save as one rcognizes the age 
period at ‘which the syphilitic mortality is most 
marked. Leaving aside the problem of infant mor- 
tality, syphilis plays a comparatively small part 
in mortality until after the nineteenth year. Be- 
ginning with age twenty, there is a continuous in- 
crease in the mortality from syphilis throughout 
the middle period life, and even extending into old 
age. One may indeed properly ask what influence 
has syphilis upon the increasing death rate of per- 
sons above the age of forty years? Experience 
has demonstrated that the death rate for syphilitics 
over the age of forty is approximately twice that 
of known syphilitics. In addition, the pronounced 
effects of luetic infection upon the heart, kidneys 
and blood vessels may undoubtedly be responsible 
for the growing increase of mortality due to 
diseases of the cardio-vascular-renal system, now 
challenging the attention of workers in public 
health. 

Patently, the figures regarding syphilis merit 
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careful scrutiny, and provision should be made for 
determining some factor of approximation which 
will enable the profession to interpret the actual 
cause of death in many conditions now recorded 
inaccurately in some column other than that headed 
syphilis. The mortality figures for the registra- 
tion area by no means afford the accuracy that can 
be furnished by our large industrial insurance com- 
panies, which are desirous of securing the facts 
concerning death as a means of determining various 
questions arising in connection with actuarial prob- 
lems. Syphilis will undoubtedly show an increase 
in its statistical figures for many years to come, 
but this must not be misinterpreted as due to the 
spread of the disease, but rather to more careful 
classification and more scientific diagnosis. The 
more carefully the cause of death is defined the 
larger will be the part chargeable against syphilis. 
Thus far there is no evidence to prove that it is 
any greater menace than hitherto. The world is 
entitled to know, however, just how much dis- 
ability and death is directly and indirectly due to 
the pestilential spirochete of venery. 


Progress in Surgery 


‘ A Résumé of Recent Literature. 


Gunshot Fracture of the Femur. J. R. BucHBINDER, 
eo Surgery, Gynecology and Obstetrics, July, 


Buchbinder emphasizes the superiority of the Stein- 
mann nail over any other form of extension in fracture 
of the femur. It is far more dependable, and needs less 
weight than adhesive traction. It permits complete ex- 
posure of the thigh at all times for dressings without 
disturbing the fragments, and allows complete mobility 
of the knee-joint. 

The associated wounds in compound fracture of the 
femur should be excised and sutured immediately where 
possible. Where primary suture is ndt feasible, the 
wound should be sterilized and closed early. 


The Treatment of Supracondylar Fractures with the 
Steinmann Clamp (Traitement des Fractures sus 
condyliennes par la Broche de Steinmann). H. 
— and R. Tourer. Revue de Chirurgie, May 
1919. 


These authors present a series of cases of supracondy- 
lar fractures of the femur, treated with indirect exten- 
sion and direct extension by means of the Steinmann 
nail. They agree with Depage that “supracondylar frac- 
tures are the most serious from the standpoint of late 
results because of the difficulty in maintaining the frag- 
ments in normal coaptation. The lower fragment is al- 
ways displaced posteriorly and there is no apparatus 
which has up to the present effected a complete reduction.” 
The authors present an elaborate discussion of the 
mechanics involved, and the method of procedure. The 
operation is performed under local anesthesia, and either 
a single nail or two half-nails are inserted into the con- 
dyles. The point of insertion should be at the junction 
of two lines—one, the prolongation of the long axis of 
the femur, the other horizontal, passing along the pos- 
terior border of the condyles. The traction should be 
enough to slightly over-correct the deformity, usually 


about ten to fifteen kg. The length of time that the nail 
remains in place varies from 9 to 60 days. 

The nail is easily withdrawn and very well tolerated 
by the patient. The results have been excellent. The 
authors have treated by this method 324 supracondylar 
fractures, of which 18 were united and walked, 11 were 
united and discharged in plaster for military reasons, one 
was evacuated reduced but not united. 

After a long experience in the treatment of fractures 
of the femur, and the employment of all methods known, 
the authors believe that the best treatment of supracon- 
dylar fractures is traction on a nail placed as described 
It is the best tolerated form of traction, and in their 
cases the only complication was an hydrarthrosis. 


Fracture of the Femur. KeEenNetH BUuLKLEY and Don- 
ALD B. Sinciair. Annals of Surgery, May, 1919. 


The following conclusions concerning compound frac- 
ture of the femur were arrived at after observation of 
a large number of cases at the Red Cross Hospital at 
Neuilly, France: 

1. Cases should be held at advance stations for one 
month, or be given preference and sent immediately to 
stations in the rear, not more than 24 hours distant. 
Operation must be immediate. _ 

2. The chief danger lies in infection—gas gangrene 
in early weeks, streptococcus in later weeks. 

Fractures involving hip or knee joints are infinitely 
more serious, usually requiring amputation. 

. The primary operation should be radical to the 
point of brutality. ; 

5. Amputations should be performed earlier and 
oftener. 

6. Traction should be skeletal; femoral traction is 
superior to tibial. 


The Treatment of Purulent Arthritis Wide Ar- 
throtomy, Followed by Immediate Active Mobi- 
lization. Dr. C. Witttams, Ghent, Belgium. Sur- 
gery, Gynecology and Obstetrics, June, 1919. 


Williams advises wide arthrotomy with immediate 
mobilization and active motion in all cases of purulent 
arthritis, not associated with displacement of. bones. The 
motion must be active, not passive. He believes that 
this is the only method which provides adequate joint 
drainage, because during active motion of joints, the 
pus in various recesses is expressed. He emphasizes the 
fact that motion is not painful, and in fact that it often 
relieves pain by promoting evacuation of pus from areas 
of retention. Riceeas of ten cases of infection of elbow 
and knee, treated according to this method, showed ex- 
cellent results, with preservation of articular function. 


A New Method of Treatment for Suppurative Arthritis 
of the Knee Joint. Mayor J. Etveripce. The British 
Journal of Surgery, April, 1919. 


Elveridge is an exponent of the mobilization treatment 
in suppurative infection of the knee joint. Instead of 
the usual vertical incisions on either side of the joint, he 
employs transverse incisions, about one and one-half inches 
in length, commencing on either side of the patella and 
extending horizontally outward and inward. The cut 
edges of the synovial membrane are sutured to the skin 
Active motion is carried out at first with the aid of 
specially devised apparatus, later without the apparatus. 
His, summaries and conclusions are as follows: 


1. All surgical methods of draining the knee joint 
have certain drawbacks. - 
2. The physiological method described above endeavors 
to provide: 
(a) A circulation of the synovial fluid. 
(b) Free drainage for pus. 
3. The practical requirements for the treatment are: 
(a, Free outlets for fluid from the joint. 
(b) Active movements. 
4. In about 50% of the cases treated, a useful joint 
has been obtained. 
5. In the absence of extensive bone injury—-which of 
course negatives this treatment—provided the physiologi- 
cal method is established early, resolution is hastened, 
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and tracking is rare. 
space occur frequently. : 

The method is impracticable 1f its adoption be de- 
layed until the establishment of the fulminating stage of 
suppurative arthritis. 


Collections of pus in the popliteal 


A Simple Splint for the Treatment of Fractures of the 
lavicle. Russet L. Hopce, Base Hospital 28, A.E.F. 
The Journal of Orthopedic Surgery, July, 1919. 


Hodge describes a new and effective splint, applicable 
for fracture of either one or both clavicles. It consists 
of two pieces of wood, nailed together in the form of a 
T. This splint thoroughly padded is placed with trans- 
verse portion extending along the upper border of the 
scapulae, while the vertical portion follows the line of the 
spine down to the sacrum. The transverse piece is about 
20 inches long, the vertical piece about 23. The trans- 
verse piece is fixed by a figure-of-eight bandage under 
the axillae and around the back of the neck, the vertical 
piece is fixed by a bandage around the abdomen. The ad- 
vantages of the splint are thus enumerated: 


1. The splint is suitable for both bilateral and unilateral 
fractures. 

2. The application of the splint reduces the fracture 
painlessly. 

3.:The arms are left free and thus muscular atrophy is 
avoided. 

4. The patient can use the arm on the ,yured side for 
anv ordinary purposes, such as writ.ag, feeding him- 
self, etc. 

5. Accurate apposition of the fragments of the bone is 
obtained. 

6. Open wounds are. easily accessible for treatment with- 
out disturbing the apparatus. 


A Note on Potts’ Disease, and Albee’s Spinal Graft. 
G. R. GirpLestone, Oxford. The Journal of Ortho- 
pedic Surgery, July, 1919. . ots 


The author’s report is based on fifty consecutive cases. 
The special value of the operation lies in the fact that 
it tends to give permanent immobility in the corrected 
position, a greatly reduced period of confinement in bed, 
and a safeguard against recrudescence of the disease. The 
contra-indications are (1) cases under three years of age, 
(2) disease of the occipital and axial regions, (3) cases 
in the active stage of the disease, (4) the presence of a 
sinus or other septic focus near the site of operation. Cold 
abscess j, not a contra-indication if the operation can be 
performed without opening it. 

The pre-operative treatment consists in splinting, reduc- 

tios st the deformity, and general treatment. The method 
of splinting and reduction depend upon the location of the 
disease, and different methods must be used, according as 
the disease is lumbo-sacral, low lumbar, high dorsal and 
cervical, or mid-dorsal, low dorsal, dorso-lumbar, and high 
lumbor. 
The technic is described in detail. In the operation 
the author attaches much importance to the use of ether 
rather than chloroform, the warmth of the theater and the 
table, the complete avoidance of hammering. The results 
have been excellent. Detailed reports of cases are ap- 
pended. 


Results of the Surgical Treatment of Spinal Cord 
Tumors. A. W. Anscn, Rochester, Minn. Minne- 
sota Medicine, June, 1919. 


Adson presents a series of sixteen cases, in which lami- 
nectomy was performed for the removal of cord tumors. 
In thirteen of these cases tumors were found, and eight 
of these were removable. Of these eight, three patients 
have completely recovered, two are greatly improved, two 
slightly improved, and one has a recurrence. There were 
no deaths. He makes a plea for more frequent ex- 
ploratory laminectomies, especially in cases where the 
diagnosis is doubtful. He urges more careful neurological 
examinations in all spastic paraplegias, and believes that 
if a patient presents sufficient suspicion of a cord tumor, 
he should be given the benefit of exploratory laminectomy. 


The Longitudinal Sinus: Its Adaptability in Procurin 
Blood for Diagnosis, Its Use in Transfusion o 
Blood and for Diagnostic Purposes—An Ideal 
Method in Infancy. Louis FiscHer, New York 
City. N. Y. State Journal of Medicine, May, 1919. 

Fischer presents the followmg facts concerning the 
use of the longitudinal sinus in infants. 2 

1. The sinus route is safe and easily accessible. Its 
large caliber is well adopted for both procuring blood 
rapidly when a Wasermann reaction is needed or when 
intravenous medication is to be given. % 

2. The site is especially indicated for rapid transfusion 
in marantic children. : 

3. The stock incident to exposing a vein, however slight, 
is avoided. 

4. Salvarsan injections are very easily given through 
the sinus. 

5. When toxic diphtheria requires the most rapid ad- 
ministration of antitoxin,. the sinus route is most advan- 
tageous. 

6. When a warm saline injection is indicated 50-100 cc. 
can easily be added to the circulation. 

7. When blood-letting is indicated, the sinus route of- 


‘fers the most convenient place for depletion. 


acral Anesthesia. A Preliminary Report. PARKER 


Lyons, New York. Medical Record, June 14, 1919. 


For operations about the perineum, rectum and anus, 
Lyons advises sacral anesthesia in preference to general 
or local anesthesia. Anesthesia is complete and satisfac- 


‘tory in all cases, when the technic is properiy carried 


out. It is not a spinal anesthesia as the fluid does not 
penetrate into the spina] canal. 

The method is that described by Thompson of Galves- 
ton, Texas. The needle is introduced into the sacral 
canal, which is found usually a short distance above 
the upper end of the coccyx. The needle after touching 
the bone, by manipulation finds its way into the hiatus 
sacralis. It is then plunged through the fibrous membrane 
covering the canal, in a direction parallel to its axis. Af- 
ter determining that the needle is not in the spinal canal 
or in a bloodvessel,-30cc. of.novocain solution (6 grs. to 
the ounce) are injected. There should be no resistance 
to the flow ot fluid. Anesthesia is complete in twenty 
minutes and lasts two or three hours. 


Surface Temperature in the Diagnosis of Surgical 
Abdominal Conditions. M. E. ALexAnper, Water- 
bury, Conn. N. Y. Medical Journal, June 21, 1919. 


Surface temperature can be determined by folding 
the skin over the bulb of an ordinary clinical thermom- 
eter, and reading it after three minutes. It should be 
compared with the opposite side. 

In surgical conditions of the abdominal viscera, ex- 
cept the kidneys, there is no elevation of temperature of 
the skin overlying them. 

In uniiateral inflammation of the kidney there is fre- 
quently a localized elevation of surface temperature. 

In seventy-four per cent. of kidney cases examined 
(unilateral suppuration), the surface temperature of the 
affected side, was 1° F. or more higher than the un- 
affected side. 

In advanced tuberculosis of the kidney, the surface 
temperature may be lower than on the unaffected side. 

Determination of surface temperature may be consid- 
ered an aid in the diagnosis of unilateral kidney suppura- 
tion. 

Umbilical Teratoma. Barney Brooks, St. Louis. An- 
nals of Surgery, June, 1919. 


Brooks reports a case of teratoma of the umbilicus 
in a child aged two years and four months. The tumor 
replaced the umbilicus and was capped by an ulcer, exud- 
ing a thin watery discharge. Microscopically the tumor 
was composed of tissues corresponding to those forming 
normal intestine. Péritoneum, muscle, nerve cells, lym- 
phoid nodules, and mucosa were present in their normal 
relations. In the wall of the tumor there was a small 
island of normal pancreas. 
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Inflammatory Stenosis with Cardiospasm. (Sténose 
inflammatoire arec spasme du Cardia; Cardioplastie, 
M Lecéne. Paris Medical, May 10, 


Lecéne reports a case of cardiospasm which led to 
repeated attacks of regurgitation and to a state of inani- 
tion. He exposed the abdominal portion of the eso- 
hagus by a long incision parallel to the left costal margin. 

e was able to see the cardia clearly and draw into the 
abdomen the lower part of the esophagus. The eso- 
phagus was narrowed just above the cardia. He incised 
all coats and performed an esophagoplasty. The pa- 
tient made a perfect recovery and eighteen months later 
tadiographs showed the normal passage of bismuth 
through the esophagus. 


Cholecystitis Following Typhoid Fever in Childhood. 
Desver, Philadelphia. Annals of Surgery, 
ay, q 


The case reported is that of cholecystitis in a girl, 
five years old, during convalescence from typhoid fever. 
The hay bacillus was found. Cholecystostomy was per- 
formed with complete recovery. 


Hemolytic Icterus, A Report of Two Splenectomized 
Cases. J. P. ScHnemer, Minneapolis. Minnesota 
Medicine, June, 1919. 


_ Schneider presents two cases of acquired hemolytic 
icterus, with typical splenic crises, severe vomiting and 
headaches followed by distinct and persistent jaundice. 
One of these cases was complicated by gall-stones. 
Splenectomy in both patients effected a complete cure. 
Schneider agrees with C. A. Elliot’s summaries pub- 
lished in July, 1915, viz.: splenectomy is a cure for 
hemolytic jaundice; the mortality is 4.1%; severe cases 
should all be operate& upon; gall-stones complicating 
60% of these cases should be removed later. 


The Experimental Production of Pancreatitis in Ani- 
mals as the Result of the Resistance of the Com- 
mon Duct Sphincter. Epwarp ArcHsotp, Montreal, 
we Surgery, Gynecology and Obstetrics, June, 


Archbold reviews literature bearing upon the existence 
of a sphincter at the opening of the common bile duct. 
This sphincter was originally described by Oddie in 1887 
and 1888. Archbold proves experimentally that overaction 
of the sphincter may cause retrojection of bile into the 
pancreas, and believes that this accounts for many cases 
of pancreatitis, in which no gall stone or infection vi 
the biliary tract is found. He was able to produce in 
animals acute hemorrhagic pancreatitis, by allowing vari- 
ous substances, such as bile infected with organisms, 
human bile from a cholecystostomy, solution of bile salts, 
to flow into the gall-bladder (of the animais experimented 
upon), at a pressure of 500 mm. He also produced 
other lesions such as general increase in the size of the 
pancreas, and in its hardness and subacute pancreatitis, 
by varying the pressure and substances used. 

The above evidence lends considerable physiological 
support to the treatment of pancreatitis by drainage of 
the gall-bladder. 


Appendicitis with Abscess and ‘Diffuse Peritonitis: 
Results of Operation in 100 Cases. G. Paut Lar- 
oQuE, Richmond, Va. Virginia Medical Monthly. 
July, 1919. 

Results—There were three deaths in the 101 cases. 
One man with appendicitis and a large hole rupture with 
diffuse peritonitis died with signs of paralysis of the bowel 
seven days following operation. Two boys almost mori- 
bund, with profuse cathartic peritonitis, died, one within 
three hours and the other within thirty-six hours after 
operation. Ninety-seven cases of abscess including twen- 
ty-two with diffuse peritonitis were saved. They remained 
in bed from twelve to eighteen days. 

There were two cases of femoral phlebitis, both in 
men and both in the right thigh. 

Wound infection and hematoma have not occurred in 
abscess cases. Most wound infections are the result of 


breaking down of small collections of blood beneath the 
skin and fascia. This has not been observed in drainage © 
cases. One case was followed by an annoying sinus of 
the abdominal wall. This patient was a woman with a 
large abscess and pelvic disease operated upon through a 
midline incision. 

Three of the 101 abscess cases developed fecal fistula 
following operation. One was a boy with abscess of 
two weeks’ duration complicated by gangrene of the 
ceczm. The fistula healed in 3 weeks. The other two 
cael ig patients who had coincident tuberculosis of the 
owel. 

There were four cases of dilatation of the stomach 
promptly relieved by lavage. 

Two children in acidosis stupor were promptly relieved 
by soda water per rectum. 


Several cases had pneumonia and bronchitis before op- 
eration. These were cured by the operation. None de- 
veloped respiratory disease after operation. 

There has been no post-operative obstruction, no hem- 
orrhage, or secondary peritonitis or abscess, no anesthetic 
disasters, no catastrophies. 

Concerning post-operative hernia, Laroque considers 
every case which has to be drained as having a rupture 
of the abdominal wall as soon as the operation is per- 
formed, and instructs every patient to report if a hernia 
should occur. Only one has so reported but it is quite 
certain that others have a hole in the belly wall. The 
opportunity to re-examine, at the end of three to six 
months, a large proportion of the cases which had to be 
drained and failure to find but one case, leads to the 
belief that post-operative hernia is exceedingly rare fol- 
lowing the muscle-splitting incision, even if drainage has 
to be employed, provided we use small instead of large 
drainage tubes and carefully place sutures between the 
tubes when more than one is employed. It would be 
instructive if the number of post-operative herniae fol- 
lowing operation for abscess by surgeons could be com- 
pared with the number of cases of hernia following op- 
eration in clean cases in the patients who live after op- 
eration by inexperienced doctors. 


An Experimental Study of Abdominal Adhesions. 
Moses BeHREND and NorMAN S. RoruscuHiLp, Phila- 
delphia. Pennsylvania Medical Journal, June, 1919. 


The authors present a very interesting study of the 
causes and treatment of post-operative abdominal ad- 
hesions. In twenty-nine primary operations on rabbits, 
they found that the extent and number of adhesions varied 
considerably with the local skin disinfectant that was 
used. They used iodine, alcohol, and dichloramine T-ether 
as disinfectants. After the use of alcohol all cases showed 
adhesions; after iodine only one case did not show ad- 
hesions; after dichloramine-T only two cases did show 
adhesions. After use of iodine the adhesions are thick 


‘and dense; after alcohol they are filmy, while after the 


use of dichloramine-T, they are exceedingly thin. | 

As regards cure of adhesions, after their separation or 
division in secondary operations, the authors found that 
the use of mechanical substances such as rubber dam 
or Cargile membrane placed between the adherent sur- 
faces was an absolute failure. Dichloramine-T spread 
over the adherent surfaces gives the best results. Sodium 
citrate, salt solution and ether cannot be recommended. 


Alternating Periodic Ovarian Swellings. Emm Rigs, 
Chicago. Journal of “the American Medical Asso- 
ciation, July 12, 1919. 


In the condition Ries calls alternating periodic ovarian 
swe'ling the patient goes to one physician who tells her 
she has an ovarian cyst on the right side needing opera- 
tion; after a few days she consults a second one. who as- 
sures her she has no tumor at all; confused, she goes to 
a third, who examines her and says she has a tumor on 
the left side. In a case of this kind which came to him, 
this type was suspected, and he advised against opera- 
tion. He first described it in 1913, and it has been 
studied in over a dozen cases since 1906, in three of 
which he has operated. A number of others were ob- 
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served in which the condition was present in a rudimentary 
way. The three operative cases are reported and the 
pathologic conditions described. In Case I the patient 
had had thirteen right and seven left swellings, and vari- 
ous pathologic conditions for which the ovaries were re- 
moved. He concludes that if a patient with these symp- 
toms has been observed a sufficient length of time to 
establish the diagnosis and suffers considerably, but for 
some reason should not be operated on, the intentional 
digital rupturing of the cyst gives at least temporary 
relief. The swelling is due .to a pathologic condition 
of the corpus luteum which we are learning to better 
understand. “It is evident that if we have such a 
patient with alternating periodic ovarian swellings and 
see her for the first time and break her cyst under our 
fingers, we cannot tell what we have broken. But when 
we are better acquainted with the abnormal periodicity 
of her ovaries, we can even go so far as to rupture her 
cyst intentionally and with beneficial results.” An irre- 
gularity of the corpus luteum may cause a diagnosis of 
extra-uterine pregnancy, and later symptoms of these al- 
ternating ovarian swellings may appear. 


An Analysis of Ectopic Gestation. Lian K. P. Far- 
RAR, New York City. American Journal of Obstetrics, 
June, 1919. 


The author gives full and detailed statistics of 309 cases 
of ectopic pregnancy, from which she presents the follow- 
ing conclusions: 

1. Infection or mechanical alteration due to adhesions of 
the Fallopian tube predisposes to ectopic gestation. 

2. The onset of symptoms, or an acute attack occurs 
equally as often at the time of an expected period, as it 
does when a period is overdue. 

3. Pain with or without bleeding is present in every case 
of ectopic gestation unless unruptured. 

4. Tearing, lancinating pain is not as common in ectopic 
gestation, as pain of a cramp-like or bearing-down char- 
acter. 

5. Unusual, one-sided pelvic pain when associated with 
evidences of peritoneal irritation and fainting, warrant the 
diagnosis of ectopic gestation. 

6. The treatment should be operative in every case as 
soon as suitable hospital arrangeménts can be made. 

7. The end-results justify leaving the other tube in the 
en at the time of operation, unless positively dis- 
eased. 


The Menopause, An Analysis of Two Hundred Cases. 
C. C. Norris, Philadelphia. American Journal of Ob- 
stetrics, June, 1919. 


Norris presents an interesting series of two hundred 
cases of menopause, with careful observation of its at- 
tending phenomena. He presents four types: 

(a) Sudden or almost immediate cessation of flow, the 
entire period lasting two or three months. 

(b) Gradual but slow cessation of menstruation. 

‘ (c) Marked irregularities, but becoming progessively 
ess. 

(d) Prolonged irregularities lasting over a period of 
eighteen months. 

He emphasizes the fact that the menopause is a period 
in which pathological lesions are extremely likely to make 
their appearance, and that it is desirable that all women 
should at this time be under the observation of a physi- 
cian. He presents the following conclusions as a result 
of the study of this period. 

1. The menopause is due to a change in the ovary. This 
is borne out by chemical facts, histological studies and 
animal experimentation. 

(2) The usual age in the Eastern United States is for- 
ty-six to forty-nine. 

3. The following conditions prolong the menstrual func- 
tions: child bearing, marital relations, good nutrition and 
hygiene, city life and education; while converse conditions 
lead to an earlier menopause. 

4. Climate and race influence the age at which it occurs, 
as well as hereditary influence. 

5. In the majority of cases, the chief feature is not the 
diminution of bleeding but the neuroses. These frequently 
antedate any change in the menstruation and may con- 


tinue for six to eight months after the cessation of bleed- 


ng. 

6. Normally the menopause is established without an in- 
creased loss of blood. Menorrhagia should always be 
viewed with suspicion. 

7. In 90 per cent of healthy women, the menopause oc- 
curs normally but in 30 per cent of these there are symp- 
toms which call for a careful gynecological examination. 

8. All women at the menopause should be under the 
care of a physician. The menopause will thus be estab- 
lished with less discomfort, and many malignant neoplasms 
will receive earlier diagnosis. 


Tuberculosis of the Cervix Uteri, with Report of a Case. 
G. A. Moore, Brockton, Mass. Surgery, Gynecology 
and Obstetrics, July, 1919. 


Brockton reviews the literature of the subject. The 
disease is very rare. It is more commonly secondary than 
primary. The portals of infection are via the blood 
stream, by direct extension from tuberculosis of tubes or 
ovaries, and possibly by direct infection at coitus of 
through other external agencies as gloves, unclean hands, 
etc. There are four common varieties, military, inter- 
stitial, vegetating, and ulcerating. Two rare varieties 
are the catarrha] and inflammatory form. The diagnosis 
is clinically difficult, all types and stages of the disease 
resembling carcinoma. It usually occurs before middle 
life. The discharge is at first mucoid, later streaked 
with pus or blood. Pain is slight. The cervix is en- 
larged and patulous, soft and velvety, bleeding slightly 
on examination. Infiltration and induration of surround- 
ing tissues is slight. Treatment depends on the presence 
of lesions elsewhere in the body. When child-bearing is 
not an issue, pan-hysterectomy should be performed. 

In the author’s case, a diagnostic section showed tuber- 
culosis, and vaginal hysterectomy was performed. 


Malignant Leiomyomata. Mina SHEPARD Proper and 
Burton T. Simpson, Buffalo, N. Y. Surgery, Gynec- 
ology and Obstetrics, July, 1919. 


_The authors emphasize the frequency of this condi- 
tion, and the fact that the condition nearly always occurs 
in cases when there have been previously existing fibroids. 
They believe that in view of the frequency of malignant 
change in fibroids, surgical intervention is. indicated in 
all cases. X-ray treatment of fibroids in women past 40 
is dangerous as indicated by Geist, because if malignant 
change has taken place valuable time is lost. There are 
three testalogical types of malignant leiomyomata: (1) 
those whose cells resemble closely the benign form, (2) 
those whose cells are short, plump, spindle-shaped, with 
oval nuclei, (3) those bearing a great variety in the mor- 
phology of the cell. The testalogical type seem to corre- 
spond with the clinical type. 


Vaginal Hernia. Horatio B. Sweets, Minneapolis. An- 
nals of Surgery, June, 1919, 


Sweets reports a case of vaginal hernia, an unusually 
rare condition. The patient, aged twenty-one, complained 
of a swelling, protruding from the vaginal posterior wall. 
Examination showed a swelling caused by the protru- 
sion of the posterior vaginal wall, through the vagina, 
The sweiling was about the size of a lemon, and re- 
sembled exactly a rectocele. The perineum was intact. 
Operation showed a sac containing fluid but no intes- 
tine, between the rectum and vagina. The condition was 
probably caused by a previous laparotomy during which 
the flow of the cul-de-sac was injured. Later a sac of 
peritoneum must have gradually been forced into the 
tear. 


Epigastric Hernia in the Soldier. J. N. Hatt, Denver. 
Aad of the American Medical Association, July 


The importance of epigastric hernia is not generally 
realized, Hall thinks, although there is no lack of deserip- 
tion of the condition in the text books. These hernias 
generally occur in or near the central line, 2 or 3 inches 
up from the navel. An ordinary lipoma may occur here, 
but is more movable and not tender on pressure. Keen 
describes four varieties of this hernia: “1. A small mass 
of subperitoneal fat without any sac. 2. In addition to 
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the subperitoneal fat a process of parietal peritoneum at- 
tached to it without any contents. 3. A sac containing 
omentum (omentocele). 4. A sac containing intestine.” 
If the opening of the sac is large enough the contents may 
imcrease in coughing, but this happens in less than 10 
per cent. of all cases. Of the many score that Hall has 
seen, only half a dozen contained any portion of the 
bowel. The fault in the statistics is due to the failure to 
recognize the very small hernias, as large, say, as a shirt 
button. There are twenty of these to one the size of a 
filbert. In 80 per cent., it may be, there are no symptoms, 
but if a bit of omentum actually comes through the orifice, 
symptoms are produced of pain or disc.mfort, a feeling 
of dragging, and the ulcer symptom, sour stomach, occa- 
sional nausea and even vomiting; distress after eating 
with periodic exacerbation of all symptoms, and even 
colic. Sharp pressure causes the patient to double up 
to escape pain, and in two or three cases Hall has noticed 
that an instant beiching follows a touch on the hernia. 
The association with gastric ulcer has long been known, 
but is not as often recognized as it should be. No benefit 
would be received from operation for ulcer if the hernia 
were overlooked. Hall reports cases illustrating the con- 
dition, and believes that physicians should examine with 
special care for these hernias in every case of digestive 
disease. If one is found, the surgeon should be consulted 
as to the advisability of operation. The question arises 
only in a minority of cases, however. The operation is 
trivial in comparison with the results commonly obtained. 


Five Cases of Strangulated Hernia, Complicated by 
Acute Appendicitis. L. H. Koruper, Davenport, 
Iowa. Journal of the Iowa State Medical Society, 
July, 1919. 


Koruder presents these cases as a forcible argument 
against taxis in strangulated hernia. In any of his cases 
taxis could only have resulted in a ruptured appendix, 
or general peritonitis. The author believes that the con- 
gestion due to strangulation is the cause of the appendi- 
citis, rather than that the acute appendicitis caused the 
strangulation. 


The Carrel-Dakin Treatment in Empyema at Camp 
Custer, Michigan. JoHN M. HENperson, Seattle. 
Northwest Medicine, June, 1919. 


The Carrel-Dakin treatment of wounds may be em- 
ployed successfully in empyema. The best results are 
obtained in acute cases where costectomy was performed 
and a limiting membrane had formed, and an opening 
made sufficiently large to introduce four to eight Carrel 
tubes. The average acute cases can be sterilized in from 
six to ten days and the wound successfully closed by 
sutures or allowed to close spontaneously ; from the begin- 
ning there is a complete absence of odor, the pus disap- 
pearing very rapid'y and the patient’s general condition. 
showing marked improvement. The treatment of de- 
layed cases consists in openine the pockets when pos- 
sible, or enlarging the sinus sufficiently to introduce tubes, 
followed by complete or partial sterilization of the cav- 
itv or old sinus with Dakin’s solution, and finally the in- 
troduction of Beck’s paste. 

The treatment of the cases of large pneumothoraces 
consisted in sterilization of the cavities with Dakin’s solu- 
tion, and the subsequent sealing of the wounds. 


The Surgical Treatment and Prognosis of Empyema 
Following La Grippe. L. Leyva and Dr. Lecen- 
pRE. Surgery, Gynecology and Obstetrics, July, 1919. 

From a study of 27 cases of empyema following influ- 
enza, of which eight were fatal, the authors present the 
following conc'usions, as regards prognosis and treat- 
ment. The prognosis in empyema is not based upon the 
nature of the organism causing the condition, but *& 
based principally upon the condition of the lungs. In 
the early cases it is best to begin by aspiration and in- 
jection of therapeutic sera until the pulmonary symptoms 
have subsided. The micro-organism causing the effu- 
sion has no bearing on the type of operation to be per- 
formed. In pleurisy developing late in la grippe, the 
pleurotomy opening must be large, extending backward; 
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resection of a rib is a necessity. The classic treatment 
conning in drainage without irrigation is the method of 
choice. 


Empyema in Children, with Special Reference to 
Diagnosis. FRANK CHURCHILL, Boston. Bos- 
ton Medical and Surgical Journal, July 24, 1919. 


_ The author presents the following summary of his stud- 
ies of empyema in 5 per cent of 824 cases of lobar pneu- 
monia, and 1% per cent of cases of broncho-pneumonia, 
in the Children’s Memorial Hospital. 

Empyema in children is relatively infrequent, develop- 
ing in only about 5 per cent of cases of lobar pneumonia. 

It is gradual in onset. In all cases of pneumonia, the 
possibility of its development should be borne in mind and 
the primary, original disease carefully studied. 

Its early diagnosis with fluid small in amount is often 
difficult; late diagnosis with fluid considerable in amount 
is easy. 

The diagnosis in infants and children is more difficult 
than in adults. 

Exact examination of the chest, performed daily, is often 
necessary to detect the condition. 

A displaced apex-beat is an important diagnostic sign. 

In all cases of pneumonia where fluid in the pleural 
cavity is suspected, the exploring needle should be used, 
and if necessary, repeatedly. 


A Study of Bladder Function. Arruur H. Curtis, 
awe Surgery, Gynecology and Obstetrics, July, 
Curtis paralyzed the bladders of twenty-two rabbits by 
cutting the spinal cords. Post-operative results were as 
follows. Vesical detention occurred in every case. In 
fifteen cases the ureters were markedly distended. Fif- 
teen cases developed nephritis with hemorrhages. In 
twelve, infection was present. These experiments indicate 
that the unrelieved paralyzed bladder offers a two-fold 
menace to health: first through frequent infection of the 
urinary tract due to contamination of static urine; sec- 
ond through back pressure which distends the ureters, 
seriously interferes with kidney function and damages 
kidney tissue. The author believes that in humans, after 
operations and in other conditions when the bladder 
fails to empty itself spontaneously, catheterization should 
be performed regularly and often enough to prevent vesi- 
cal distention. 


Some Phases of Operative Cystoscopy. Bransrorp Lew- 
aaa Louis. International Journal of Surgery, May, 


Lewis repdrts two cases of cure of carcinoma of the 
bladder by application of fulguration and radium. The 
radium is introduced into the bladder by means of a 
capsule enclosed in a black rubber cover, and attached 
to a catheter. Lewis has also had favorable results with 
the use of the electro-incisor, in cases of contracture 
at the vesical neck. This is done by burning a deep 
groove through the ring at the neck of the bladder, under 
direct observation through the cystoscope. Ureteral 
stones 4 cm. above the ureteral orifice can be removed b 
the ureteral forceps, provided the ureter below is well 
dilated first by means of the treteral dilator. Three 
such cases are reported. Lewis also reports a new meth- 
od for differentiating phlebolith from ureteral stone. 
In a case in which an +-ray picture, taken with a ureteral 
catheter-in place, showed a shadow directly in contact. 
with that of the flexible catheter. Another picture taken 
with a ureteral forceps instead of the catheter, showed 
the shadow to be outside of the ureter. 


Suprapubic Prostatectomy as a Logical Proposition. 
Gustave Ko.iscHer, Chicago. Urologic and Cuta- 
neous Review, August. 1919. 

Kolischer insists that there is no reason why supra- 
pubic enucleation of the prostate should be performed in 
the dark and only by the sense of touch. He presents 
the valuable information that the prostate can be easily 
exposed in every case if retractors are placed in the upper 
and lower angles of the bladder opening, and the pull 
exerted in the occipito-caudal direction. Transverse re- 
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traction hides the prostatic portion of the bladder in- 
stead of exposing it. With the bladder exposed in this 
fashion, the trigonal mucosa can be incised with the knife 
and the capsule of the prostate clearly exposed. In this 
manner the operation of supra-pubic prostatectomy can 
be performed according to correct surgical principles, good 
exposure being one of the fundamental necessities. 


The Results of Prostatectomy at the Present Time, 
with Brief Report of One Hundred Consecutive 
Cases, with One Death. ANprew J. CroweLt and 
RayMonp Tuompson, Charlotte, N. C. Urologic and 
Cutaneous Review, August 1919. 


The authors report 100 cases of perineal prostatectomy 
with only one death. The average age was 62 years. In 
39 cases followed up by a series of questions and re- 
plies, the following reports were received. All had healed 
wounds. Average time for the healing of the wounds 
was 40 days. Water was passed usually five times during 
the day, twice at night. Control was perfect in 36 of the 
39 cases. Cystitis was present in 3. Three reported pain 
on urination. -In 13 cases, sexual power was unimpaired. 
Urine was clear in 33 cases. One case had a vesical 
calculus. All reported improvement in general health. 
The authors believe that the excellent results obtained 
are largely due to pre-operative and post-operative care. 
The operation is a safe one and should always be per- 
formed when the kidney functional activity is good 
(phenolsulphonephthalein excretion above 40), the circu- 
lation normal, and the lungs in good condition. 


Anesthetic Problems in Prostatectomy. Lian B. 
MvueLter, Indianapolis. Urologic and Cutaneous Re- 
view, July, 1919. 

The main factors complicating anesthesia in cases of 
removal of the prostate are the age of the patient, his 
lowered vitality or resistance, and the toxemia due to 
chronic retention of urine. Local anesthesia is difficult 
and tedious, and not devoid of pain incidental to the re- 
moval of the glands. Spinal anesthia is often dangerous 
and may cause extreme depression. Chloroform is not to 
be considered because of the fact that it causes fatty de- 
generation of liver, kidney and. other organs, and is a 
powerful heart-depressant. Ether is undesirable in old 
men, because of the irritant effect on kidneys that are 
already impaired and because of the danger of pulmonary 
complications. The anesthetic of choice is nitrous oxide- 
oxygen. It is harmless and non-toxic. It does not irri- 
tate the lungs or kidneys. 

_ To sum up: The anesthetic in a prostatectomy is an 

important factor in the outcome of the operation. It is 

difficult on account of, first, the age of the “patient; sec- 
ond, his lowered vitality or resistance; third, the toxemia 
from which he suffers. Local anesthesia, chloroform and 
ether are all open to objections. Nitrous-oxide combined 
with oxygen is the most pleasant, safest and least toxic of 
all anesthetic agents, and gives satisfactory results in pros- 

tatectomy. Its administration should be preceded by a 

preliminary hypodermic injection of 1/6 to % grain of 

morphine. 


Papillary Tumors of the Pelvis ofthe Kidney. E. S. 
Jupp. Journal-Lancet, May 15, 1919. 

_Nephrectomy is the indicated treatment if the opposite 
kidney is in good condition. Conservative treatment of 
such tumors is predisposing tc recurrences elsewhere. 
The tumors are liable to undergo an immediate change 
into malignant growths. It is advisable always to remove 
the ureter with the kidney. Broken-off pieces of tumor 
are most apt to lodge at the uretero-vesical junction. 


Roentgenographic Diagnosis in Renal Tuberculosis. 
W. F. BrascH anp F. A. Otson, Rochester, Minn. 
Surgery, Gynecology and Obstetrics, June, 1919. 

Brasch and Olson report that in a series of 131 patients 

operated upon at the Mayo Clinic for tuberculosis of the 

kidneys, about 20 per cent. showede suggestive shadows 

The shadows are due to deposits of calcium and assume 

various forms. The shadow may be differentiated from 

that of a stone by the variability in its density, a lesser 
density than that of stone, and by irregularity in its out- 
line. The shadows are either multiple small scattered areas, 


single or few localized areas of one centimeter or more, 
or large irregular diffuse areas involving a large portion 
of, or the entire kidney. The authors believe that 
positive evidence of tuberculosis of the kidney may be 
obtained by the method, when all others fail. -, ad 
sionally caseated areas in the ureter and prostate may 
also be outlined. 


Submucous or Physiological Implantation of Ureter 
into the Large Intestine. Rosert C. Correy, Port- 
land, Oregon. Urologic and Cutaneous Review. 
August, 1919. 

After careful experimental work on dogs and opera- 
tions on humans, Coffey lays down the fundamental prin- 
ciples of operation, in implantation of ureters, after re- 
moval of the bladder. These are first, the implantation 
of the ureter into the large intestine. Secondly, the ureter 
must be made to run under the loose mucous membrane 
for a distance before entering the lumen of the large in- 
testine. He believes that most failure and secondary in- 
fections have been due to a violation of this latter prin- 
ciple. The Mayos have had success in a large number of 
cases because the operations were in accordance with 
these principles. 

The following essential points of the operation should be 
carefully studied. ‘ 

1. The ureters should empty into the bowels in the di- 
rection of its long axis and from above downward, so 
that the urine is discharged in the direction taken by 
fecal matter. 

2. The ureters are buried in the wall of the rectum 
for a distance of an inch or so longitudinally, so that in 
the act of defecation, the fecal mass will close the ureters 
by its pressure on the mucous membrane, and that pres- 
sure is exerted from above downward, in the direction 
of the onward flow of urine, thereby emptying the ureters 
by a milking process. 

The ureters are further protected by the mscular 
coat of the intestine. This is accomplished by surround- 
ing them in their longitudinal course through the intestine, 
to the extent of 2 cm. by the circular coat of the bowel. 
This muscular coat of the bowel, in acting from above 
downward, milks the urine downward and _ holds the 
ureters closed when the rectum is aiding in defecation 
When the ‘contraction and closure due to defecation is 
over, the urine will spurt with considerable force, acting 
as its own cleanser. 

4. The ureters are implanted in the lower bowel which 
is normally empty, except at defecation. 


Cancer Therapy. Rottin H. Stevens, Detroit. The Uro- 
logic and Cutaneous Review, July, 1919. 
Stevens believes that in view of the fact that the effect 
of x-rays and radium on cancer cells has been so definitely 
proven, pre-operative treatment of cancer is justified. He 


‘usually gives two or three x-ray treatment series before 


operation, and in suitable cases (uterine or rectal), com- 
bined x-ray and radium therapy. 

The reason for giving so much ante-operative treat- 
ment is: 

First—To limit the cancerous growth as much as possi- 
ble before it is cut into, reducing it in size and loosening 
up its attachments to skin and muscle as much as possible. 

Second—To destroy cancer cells in neighboring lympha- 
tic systems, the latter in every direction from the original 
growths. 

Third—To contract and seal up as much as possible small 
lymphatic and capillary circulation, thus giving further 
protection against metastases. 

The operation should not take place earlier than two 
weeks after the last series of x-ray or radium treatments, 
because : 

First—It allows time for regeneration of white blood 
cells, particularly the lymphocytes, which seem to be re- 
lated to some immunity process. This regeneration of 
lymphocytes requires about tyo weeks’ time. 

Second—The shock of the operation is a sufficient tax 
on the protective mechanism of the body without adding 
to it absorbed toxines from broken down leucocytes fol- 
lowing x-ray or radium treatment. 

Third—There is usually a congestion, and at times ede- 


| 
| 
| 
3 bis 
¢ 
| 
x: 
| 
S49 
4 
| 
>. 


Vor. XXXIII, No. 8. 


PROGRESS IN SURGERY. AMERICAN 207 


JourNAL OF SURGERY. 


ma, of the tissues for a few days after deep therapy. This 
means more oozing of blood and a wound more suscepti- 
ble to infection. 

Fourth—After long continued x-ray treatment the tis- 
sues treated are more or less contracted, the capillary ooz- 
ing is diminished and the tissues are in a better condition 


for healing. 


Fifth—Metastatic growths in neighboring lymphatic 


glands are often eliminated and the ‘operation need not be 


so extensive. 


Acute Thyroiditis. Grorce E. Bemsy, Albany, New York 
State Journal of Medicine, July, 1919. 


The author presents three cases of acute suppuration 
of the thyroid gland; in one case cystic degeneration was 
present. The source of infection may be either by direct 
lymphatic extension from the larynx and trachea, or 
hematogenous. The symptoms are chills, fever, malaise, 
lancinating pain usually on one side of the neck, radiating 
upward. Local swelling occurs late in the disease and is 
never marked. Dyspnoea and dysphagia may be present. 
The diagnosis is difficult, mainly because of the absence of 
local signs of inflammation. A pathognomonic symptom 
is the stony hardness of the gland. Operation should be 
performed under local anesthesia. Free drainage should 


be established. The following facts should be emphasized: 


1. The relative infrequency of acute thyroiditis in either 
the normal gland or in pre-existing pathological condi- 
tions. 

2. The condition, particularly in the early stage, is apt 
to be unrecognized. 

The diagnosis can be made more readily if the possi- 
bility cf acute thyroiditis is borne in mind and confirmed 
by the stone-like hardness of the gland. 

4. Treatment by simple incision and puncture under 
local anesthesia, avoiding all possible injury to the gland 
tissue, will give the best results. 


Some of the Old Hospitals of London, with Special 
Reference to the Treatment of Fistula in Ano with 
Hemorrhoids. W. 1. Mayo, Rochester, Minn. 
Minnesota Medicine, June, 1919. 


In a very interesting article, Mayo brings out some 
very practical points in the treatment of fistula in ano and 
hemorrhoids. He refers to important observations re- 
garding fistula made by Goodsall. If a line were drawn 
transversely through the middle of the anus, all the fis- 
tulas lying anterior to this line would pass directly from 
the external skin opening to the internal opening inside 
the anal canal. All fistulas posterior to that line would 
have their internal opening in the mid-line of the anal 
canal, no matter where or how many lateral openings 
(the so-called horse-shoe fistulas) are found. An an- 
terior horse-shoe fistula is practically unknown. The 
cause of the curved or angular shape of the posterior fis- 
tulas, the external openings of which lie laterally and lead 
by a crooked passage to the interna! opening posteriorly, 
is the arrangement of the coccygeal ligaments and muscle, 
which protect the external tissues lying in the mid-line 
posteriorly, and direct the pus laterally; the so-called 
horse-shoe tracts and openings are thus formed. 

The cure of anterior fistula is simple. A grooved direc- 
tor is passed from the externa! to the internal opening. 
The tissues, including the muscle are split, through the 
fistulous tract, thoroughly curetted, and packed so that 
the opening will be compelled to heal from the bottom. 

The treatment of posterior fistula is more troublesome. 
The tracts should be carefully followed to the internal 
onening, split open, and joined at the internal opening. 
The external sphincter should be cut at only one point. 
The mucous membrane of the rectum should not be split 
over pockets lying above the internal opening. These 
pockets should be gent'y curetted and packed. 

In the clamp and cautery treatment of hemorrhoids, 
the pile should never be trimmed away with the scissors, 
because if the eschar pulls apart the cut artery will bleed. 
The pile should he slowly converted ‘into an: aseptic 
eschar. There should he a -ha'f-inch of mucous mem- 
brane between groups of vessels destroyed so as to pre- 
vent stricture. External hemorrhoids and tabs should be 
cut away and sutured. The tube and pack—the so-called 


“whistle’—is unnecessary. It has been used on account 
of fear of hemorrhage. ‘ 


Latent Infection of Healed Wounds. Sm KENNETH 
Goopsy, England. The Lancet, May 24, 1919. 


From a_ study of the bacteriology of healed wounds, 
especially in those cases where there has been sudden re- 
infection after secondary operations, Goodby presents 
the following conclusions: 

1. Healed gas infection is an extremely common oc- 
currence and a serious factor in the promotion of latent 
sepsis. 

2. Anerobic infection, though persistent in a large 
proportion of wounds, does not commonly give rise to 


‘secondary gas infection, subsequent to operation. 


3. The chief cause of temperature reaction, breaking 
down of wounds at subsequent operation on both healed 
wounds and sinus cases, may be attributable to certain 
types of streptococci of facultative anzrobe habit, which 
have been demonstrated as lying present in wounds for 


very long periods. 


The use of immunization to the streptococcus pre- 
vious to operating on healed and semi-healed wounds, 
greatly diminishes the risk of subsequent breaking down 
of tissues operated upon. 


Blood Transfusion by the Citrate Method. ALEexANpeER 
FLeminc and A. B. Porteans, B.E.F., France. The 
Lancet, June 7, 1919. 


The authors present a series of 100 cases transfused by 
the citrate method. In only one case were there any un- 
toward symptoms. In this instance the blood was prob- 
ably introduced too rapidly. In many cases death was pre- 
vented. The citrate method has the following advantages 


over other methods: (a) It is never necessary to cut 


down on the vein of the donor. (b) It is only rarely 
necessary to cut down on the vein of the recipient. (c) 
The donor need not be in the same place as the recipient. 
(d) The apparatus needed can readily be improvised. 

The results are as good as those obtained by any other 
method. The transfusion can be readily repeated as often 
as necessary. The coagulation time of the blood is un- 
altered. 


The Treatment of. Burns. A. M. FAuNTLEROY and A. 
W. Hoacranp. Annals of Suraery, June, 1919. 


The authors observed thirty-two cases of extensive 


_and multiple burns, following a ship explosion. The 


victims were practically enveloped in flame. They em- — 
phasize numerous important points in the management of 
such cases, such as the need for quick institution of imme- 
diate general supportive measures, the value of fluids in 
large amounts by mouth and rectum, and later, during 
the absorption period, the use of small doses of morphine. 
They noted that in addition to the initial severe shock 
during the first twelve hours, there is a later equally 
fatal period on about the fourth or fifth day. In the 
latter weeks exhaustion is marked. 

Local procedures were initial antiseptic cleansing. with 
alcohol, boric acid solution, salt solution or Dakin’s 
solution. As soon as possible protective dressings like 
paraffin, gutta percha. rubber strips, and ointments are 
used. No one method served in every case. Some re- 
sponded to bland paraffin dressings, others to oint- 
ments spread on lint. 


Book Reviews 


The Blind: Their Condition and the Work Being Done 
for Them in the United States. By Harry Best, 
Ph.D., Author of “The Deaf: Their Position in So- 
ciety and the Provision for Their Education in the 
United States.” New York: THe Macmittan Com- 
PANY, 1919. 

Among specific problems, none is attracting more at- 
tention at the present time than the care and management 
of the blind. The author has presented a comprehensive 
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volume dealing not only with general conditions of the 
blind, and the problems of prevention of blindness, but 
likewise at ety with the provisions for the educa- 
tion of blind children and for the intellectual improve- 
ment of the adult blind. The material care afforded 
to those lacking vision is carefully considered, and 
supplemented by a discussion of the organizations 
interested in promoting their material welfare. As 
a whole, it is an excellent compilation of facts, cover- 
ing the history of work for the blind and brought up-to- 
date in that it covers the provisions made by the Gov- 
ernment for the care and training of those whose vision 
has been destroyed during the war. From the standpoint 
of the student, the bibliographic footnotes are exceed- 
ingly helpful, and the worth of each chapter is heightened 
by the extensive bibliography at its conclusion. 

No one interested in the general subject can afford 
to be without this encyclopedic discussion of blindness 
in its various phases as represented in the American litera- 
ture. The work is based upon the experience of the 
United States, and, as such, may be regarded as the 
most comprehensive and useful volume on the subject 
thus far produced. 


The Operative Treatment of Chronic Intestinal Stasis. 
By Sm W. Arsutunot Lane, Bart., C. B., Consult- 
ing Surgeon to Guy’s Hospital, and to the Hospital 
for Sick Children, Great Ormond Street. Fourth 
Edition. Small octavo; 328 pages; 133 illustrations. 
Henry Frowpe, Hopper ANp STOUGHTON, 


In this revised and somewhat enlarged edition Lane re- 
peats his well-known views on “ideal stasis” as a cause of 
a wide variety of diseases—toxic, microbic and neoplastic, 
and its treatment by colectomy. This occupies but a part 
of the work, however. The remainder consists of con- 
tributions by other authors (Jordan, Adams, Mutch, Keith, 
etc.) on the roentgenologic, bacterial, anatomical, medical 
and other aspects of the subject. 


Cheerio! The Story of an American Medical Officer at 
the Fighting Front with the British Army. By Har- 
oLp, M. Hays, Major, Medical Corps, U. S. A. Doude- 
291 pages. New York: Apotpp A. Kwopr, 


In this book Dr. Hays, of New York, has given us an 
entertaining and well-written narrative of experiences. 


Surgical Clinics of Chicago. April, 1919. Volume 3. 
umber 2, Octavo; 479 pages; 63 illustrations. Phila- 
delphia and London: W. B. Saunpers Company, 1919. 


The volume contains the reports of 17 clinics held by 
various men of Chicago. Deserving of special mention 
are Wyllys Andrews, Brophy, Bevins, Moorehead and 
Gatewood. The articles are written in their usual ex- 
cellent fashion and are amply illustrated. 


Books Received 


The Peritoneum. By Artuur E. Herrzier, M.D., F.A. 
C.S., Surgeon to the Halstead Hospital, Halstead, 
Kansas; Associate Professor of Surgery, University 
of Kansas; Formerly Professor of Pathology, Experi- 
mental Surgery and a ee University Medical 
College, Kansas City, Mo. In two octavo volumes, 
870 pages, 230 illustrations. Volume I, Structure and 
Function in Relation to the Principles of Abdominal 
Surgery. (A Contribution from the Laboratory of 
the Halstead Hospital, and from the Department of 
Anatomy of the University of Illinois.) Volume II, 
Diseases and Their Treatment. St. Louis: C. V. 
Mossy Co., 1919. 


The Anatomy of the Peripheral Nerves. A. MELVILLE 
Paterson, M.D., F.R.C.S., Lieut.-Colonel R.A.M.C., 
Assistant Inspector of Special Military Surgical Hos- 
ree Professor of Anatomy in the University of 
iverpool, Examiner in Anatomy at the Royal Col- 


lege of Surgeons of England, etc. Small octavo; 165 
pages; illustrated. London: Henry Frowpe, Hopper 
& Stoucuton, 1919. 


Symptoms of Visceral Disease. A study of the Vege- — 
tative Nervous System in its Relationship to Clinical 
Medicine. By Francis Marion Portencer, A.M., 
M.D., LL.D., F.A.C.P., Medical Director, Pottenger 
Sanatorium for Diseases of the Lungs and Throat, 
Monrovia, California; Professor of Diseases of the 
Chest, College of Physicians and Surgeons, Univer- 
sity of Southern California. Small octavo, 328 pages, 
86 illustrations and 9 color plates. St. Louis: C. V. 
Mossy Co., 1919. 


Electricity in Medicine. A Practical Exposition of the 
Methods and Use of Electricity in the Treatment of 
Disease, Comprising Electrophysics, Apparatus, Elec- 
trophysiology and Electropathology, Electrodiagnosis 
and Electroprognosis, General Electrotherapeutics and 
Special Electrotherapeutics. By Gzorce W. Jacosy, M. 
D., Former President of the New York Neurological 
Society and of the American Neurolgical Association ; 
Consulting Neurologist to the Lenox Hill Hospital, 
New York, and J. Ratpu Jacosy, A.B., M.D., Fellow 
of the New York Academy of Medicine, Member of 
the American Medical and the American Medico- 
Psychological Associations; Chief of Clinic, Neuro- 
logical Department, Lenox Hill Hospital. Octavo; 
583 pages; 262 illustrations. Philadelphia: P. BLaxis- 
ton’s Son & Co., 1919. 


Geriatrics. A Treatise on Senile Conditions, Diseases 
of Advanced Life and Care of the Aged. By Mat- 
ForD W. THEw Is, M.D., Associate Editor, Medical 
Review of Reviews, New York City. With Introduc- 
tions by A. Jacosi, M.D., LL.D., and I. L, NascHer, 
M.D. Small octavo, 250 pages, illustrated. St. Louis: 
C. V. Mossy Co., 1919, 


The Practical Medicine Series. Comprising 8 volumes 
on year’s progress in medicine and surgery. Under 
the general editorial charge of CHartes L. Mix, A.M., 
M.D., Professor of Physical Diagnosis in the North- 
western University Medical School. Vol. I. Gen- 
eral Medicine. Edited by Franx Bruincs, M.S., 
M.D., Head of the Medical Department_and Dean of 
the Faculty of Rush Medical College, Chicago. Part 
I., Assisted by Burrett O. Rautston, A.B., M.D., 
Resident Pathologist, Presbyterian Hospital. Part 
II., Assisted by Bernarp Fantus, M.S., M.D., As- 
sociate Professor of Therapeutics, Rush Medical Col- 
lege, Chicago. Small octavo; 607 pages; illustrated. 
Chicago: THE YEAR Book PustisHeErs, 1919. 


United States Naval Medical Bulletin. Report on Med- 
ical and Surgical Development of the War. By Wiut- 
IAM SEAMAN BAINBRIDGE, Lieut. Commander, Medical 
Corps, U. S. Naval Reserve Force. Washington: 
— OF MEDICINE AND SuRGERY, Navy DEPARTMENT, 
1919. 


Le Francais Enseigné Par la Méthode Intuitive et 
Direct. (French taught by the intuitive and direct 
method), par P. DessacNnes, Agrégé de l'Université; 
Professeur au Lycée Louis-le-Grand. Duodecimo; 304 
pages. Paris: Masson et Cre, 1919. 


Squibb’s Materia Medica. 1919 Edition. A complete 
Alphabetical List of the Squibb Products, including 
all the articles of the United States Pharmacopeeia 
(IXth Revision) and of the National Formulary 
(IVth, 1916, edition), together with the Non-official 
Chemicals, Pharmaceuticals and Newer Remedies in 
general use; setting forth their Origin, Latin and 
English Titles, Synonyms, Physical and Chemical 
Characteristics, Incompatibilities, Antidotes, Thera- 
peutic Indications, Doses, etc. Also a Comprehen- 
sive Descriptive List of Tablets for Internal and 
for Hypodermic Use; of Biological Products, and of 
Reagents, including Test Solutions, Volumetric Solu- 
9 and Indicators. New York: E. R. Squires anp 
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